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Abstract 
i i i 
The phenomena of transference, as manifested by 
individuals with multiple personality disorder, was 
examined as it related to diagnosis and management of 
therapy. Current definitions and diagnostic criteria 
for multiple personality disorder were given as well as 
prominent conceptualizations of the recognition and 
intervention of transference phenomena. Specific 
emphasis was placed on differential diagnosis of 
borderline personality disordered patients from those 
with multiple personality disorder in terms of 
similarities and differences in the manifestations and 
therapeutic management of transference behavior. 
Pierre Janet's theory of the dynamics of dissociation 
was reviewed as support for understanding transference 
Tranf erence and MPD 
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behavior in multiple personality disordered patients 
and differentiating the two patient populations. 
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Within the last ten years there has been an 
increase in the body of literature on multiple 
personality disorder (MPD) (Kluft, 1987). Despite such 
an increase, the syndrome continues to be considered 
difficult to diagnose due to professional skepticism 
regarding the disorder (Dell, 1988) and because the 
patient usually conceals classic MPD symptoms while 
presenting a variety of manifestations suggestive of 
other psychiatric and somatic disorders (Putnam, 
Guroff, Silberman, Barban, & Post, 1986). In a study 
of 100 MPD adult patients, Putnam, Lowenstein, 
Silberman, (1984) found an average delay of 6.8 years 
between their first mental health assessment and the 
accurate diagnosis of MPD. 
Statement of Problem 
In spite of the renewed interest in the subject of 
MPD in the literature, it has received limited 
attention from psychodynamic theorists (Berman, 1981), 
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and, therefore, little consideration has been given to 
the subject of transference within the therapeutic 
relationship, long considered crucial to psychodynamic 
treatment (Langs, 1974). As such, a need exists for 
information on transference phenomena with MPD 
patients. Furthermore, literature on differentiating 
MPD patients from other patient groups in terms of the 
manifestation of transference phenomena is also 
lacking. This is a particularly relevant issue in 
light of the overlap of symptomology of borderline 
personality and multiple personality disorders (Skodol, 
1989). 
Statement of Purpos~ 
The purpose of this paper is to provide a 
theoretical examination of the phenomena of 
transference as manifested by individuals with multiple 
personality disorder. MPD patients as a group are 
purported to evidence uniquenesses in how they manifest 
transference and in the ways they respond to 
"traditional", or commonly used transference 
interventions. The appreciation, interpretation, and 
management .of transference with this population is 
essential to proper differential diagnosis and 
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treatment of this disorder. In this paper, emphasis 
will be placed on how transference phenomena with MPD 
patients is differentiated from transference phenomena 
with borderline personality disordered (BPD) patients. 
This topic will be examined in terms of: 
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(a) current definitions and diagnostic criteria of 
multiple personality disorder and borderlin~ 
personality disorder, (b) p~ominent conceptualizations 
of transference recognition and intervention, (c) the 
manifestation and processing of transference phenomena 
with MPD patients, (d) an examination of the dynamics 
and theory of dissociation, and (e) differential 
diagnosis of MPD and BPD patients based on transference 
data. The specific purpose of this paper is to assist 
the clinician in understanding and managing 
transference phenomena with this population for 
diagnostic and therapeutic advantage. 
The following discussion sections will review the 
most significant descriptions of dissociatve disorders, 
and specifically MPD. This will include diagnostic 
problems, diagnostic criteria, relevant defense 
mechanisms, identity and memory disturbance, and 
personality disturbances. 
Transference and MPD 
Definitions and Diagnostic Criteria 
Multiple Personality Disorder 
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Multiple personality disorder is one of a group of 
syndromes classified in the DSM 111-R as dissociative 
disorders. This group of syndromes is characterized by 
a sudden, temporary alteration in the normally 
integrated functions of consciousness, identity, or 
motor behavior, so that some part of these functions is 
lost. In the past they were referred to as "hysterical 
neuroses of the dissociative type" (Skodol, 1989). 
Although associated with long histories in 
clinical psychiatry, dissociative disorders have rarely 
been studied systematically, and the literature is 
primarily clinical rather than empirical. Establishing 
the diagnosis of a dissociative disorder can be 
difficult, even with explicit criteria, and the 
usefulness of the categories for clinical purposes has 
been questioned (Skodol, 1989). 
Diagnostic problems. Making the diagnosis of 
multiple personality disorder can be difficult since 
relatively few patients with the genuine disorder 
demonstrate the classic phenomena in an overt and 
ongoing manner. Most of these patients, with thefr 
repression, secretiveness, suppression, denial, and 
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periods of relatively little conflict among 
personalities, display obvious diagnostic symptoms only 
during limited time intervals (Kluft, 1987). Studies 
show approximately 94 percent of patients try to hide, 
deny, or dissimulate their condition rather than 
dramatize or exploit it. Approximately 80 percent 
experience substantial periods of time in which the 
various personalities do not emerge overtly but instead 
are in relative harmony or influence one another 
without assuming complete executive control. 
Thus, the therapist may not be aware for some time 
that he or she is seeing a multiple personality 
disordered patient, as these individuals have become 
skilled at hiding or "confabulating" their condition. 
This can be further complicated by lack of experience 
or expertise in making this diagnosis, or if the 
clinician is particulary sensitive to iatrogenic 
factors. 
In addition, MPD patients typically suffer from a 
profusion of psychiatric, neurological, and medical 
symptoms. As noted above, they have typically received 
a plethora of diagnoses and have usually remained 
resistant to standard treatments for these diagnoses as 
the core disorder has remained intact (Putnam et al., 
Transference and MPD 
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1984, 1986; Kluft, 1985). As Putnam (1989a) noted, 
"this profusion of symptoms, which may be suggestive of 
a wide range of psychiatric disorders, usually obscures 
the underlying dissociative pathology, so that these 
patients often spend years in treatment for conditions 
they do not have" (p. 58). 
Putnam (1989a) further listed common symptoms that 
these patients report or exhibit. Psychiatric symptoms 
include: depression; dissociative symptoms (i.e., 
depersonalization, derealization, amnesia, etc.); 
anxiety and phobic symptoms; substance abuse; 
hallucinations; thought disorders; delusions; suicidal 
and self-mutilative symptoms; and transsexualism and 
transvestism. 
Neurological and medical symptoms that have been 
observed include: headache, seizures, or seizure-like 
behaviors; sensory disturbances such as numbness, 
visual and motor disturbance; and cardiorespiratory and 
gastrointestinal complaints. For a more thorough 
review, the reader is referred to Frank Putnam's book 
in which he extensively discusses this topic (Putnam, 
1989a). 
Transference and MPD 
Given the complexity of symptom profile and 
inherent problems with differential diagnosis, Putnam 
recommended that the clinician have a thorough 
understanding of dissociation and dissociative 
symptomology so they can recognize it in these 
patients. In MPD patients, dissociative pathology is 
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at the core of the other symptoms, though in some cases 
the patient may have an additional disorder. However, 
even in these cases, MPD is the superordinate disorder 
(Putnam, 1989a). 
Di2.g'nostic criteria. The Diagnostic and 
Statistical Manual of Mental Disorders, 3rd 
edition-revised (DSM-III-R) (American Psychiatric 
Association, 1987) defines MPD as follows: 
A. The existence within the individual of two or 
more distinct personalities or personality 
states (each with its own relatively enduring 
pattern or perceiving, relating to and 
thinking about the environment and one's 
self) 
B. Each of these personality states at some time, 
and recurrently, takes full control of the 
individual's behavior. (p. 106) 
Transference and MPD 
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Defense mechanisms. Understanding the manner in 
which a patient makes use of defense mechanisms is 
essential to understanding the nature of the 
psychiatric disorder and making a proper diagnosis. 
Defense mechanisms traditionally have been defined as 
the processes "by which the ego protects itself from 
threatening thoughts and feelings" (St. Clair, 1986, p. 
187). Ego, in this case is "that part of the 
personality that has consciousness and performs various 
functions, such as keeping contact with reality" (p. 
188). Hamilton (1988) noted: 
Defense mechanisms protect the self-image from a 
catastrophic loss of a sense of well-being in the 
face of overwhelming frustration. Mental defenses 
attempt to insure the integrity of a sense of self 
and often provide the motivational richness and 
complexity of our lives. Without defenses we 
would be rather machine like compilations of 
integrative and differentiating functions--all ego 
and no self. (p. 63) 
"Dissociation" is the major defense mechanism in 
dissociative disorders, and, hence, MPD. Dissociation 
involves the patient's altering of consciousness as a 
way of dealing with an internal conflict or an external 
Transference and MPD 
stressor. The definition of dissociation that will be 
used here is adapted from one by Sanders (1986). 
Dissociation is defined as a complex 
psychophysiological defensive process taking place in 
the unconscious mind. It involves modification of the 
conscious connections between the aspects of 
experience, including affect, cognition, behavior, and 
voluntary control over beh~vior, as well as 
modification in the subjective experience of affect, 
voluntary control, and perception. During this 
9 
process, thoughts, feelings, and experiences are not 
integrated into the individual's awareness or memory in 
the normal way. Rather, this integration is disrupted 
by the unconscious severing of associations between 
these components. In severe cases this results in 
disturbances to the individual's sense of identity and 
their memory. Secondary defenses in these disorders 
include repression, where disturbing impulses are 
blocked from consciousness, and denial, where some 
aspect of reality is ignored by the conscious mind 
(Kaplan & Sadock, 1988). 
Most authors in this field conceptualize 
dissociative phenomena as falling on a continuum, with 
minor dissociations of everyday life, such as 
Transference and MPD 
daydreaming, lying at one end, and major pathological 
forms, such as MPD, falling at the other (Bernstein & 
Putnam, 1986). Dissociative processes are considered 
pathological when a disruption of normal integrative 
functions ensues (Putnam, 1989a). 
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John Nemiah (1981) identified two principles and 
Putnam (1989a) identified a third that can be used to 
identify most forms of pathological dissociation. 
First, the individual undergoing a dissociative 
reaction experiences an alteration in his or her sense 
of identity. This can come across in a variety of 
forms such as complete amnesia for personal information 
(i.e., name and age), as in psychogenic amnesia or 
fugue state, or, in other cases, a display of 
alternating identities claiming independence from one 
another, as in MPD. 
Secondly, during a period of dissociation, a 
disturbance occurs in the individual's memory for 
events. This loss of memory may manifest itself as 
complete amnesia or forms of detached, dreamlike 
recall. These two principles have proven most useful 
in examining behavior suspected of having dissociative 
elements and comply with DSM-111-R guidelines (Putnam, 
1989a). 
Transference and MPD 
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Putnam (1985, 1989a) added a third principle that 
can be used to characterize most forms of pathological 
disso~iation. Specifically, he observed that the vast 
majority of dissociative disorders are traumatically 
induced. In his experience treating combat veterans, 
Putnam observed that this population consistently 
reported dissociative phenomena (i.e., amnesia, 
profound detachment, or depersonalized feelings during 
moments of extreme stress), out of body experiences, 
and dream-like recall of events. 
Similarly, a relationship between non-combat 
traumatic events and dissociative reactions has been 
observed. These reactions have been documented across 
a variety of dissociative phenomena such as psychogenic 
fugue, depersonalization syndrome, and MPD (Putnam, 
1989a). This relationship will be examined further, 
specifically as it relates to MPD, later in this paper. 
Identity and memor.x. disturbances. As noted above, 
multiple personality disorder is a condition 
characterized by disturbances of both identity and 
memory (Nemiah, 1981). Kluft (1987), a leading 
clinician and researcher in this area, noted that what 
distinguishes MPD from other psychiatric syndr~mes is 
the ongoing coexistence of relatively consistent but 
Transference and MPD 
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alternating separate identities plus recurrent episodes 
of memory distortion, frank amnesia, or both. 
Individuals with MPD will exhibit two or more 
distinct and separate states or parts (historically 
referred to as "personalities"), each of which 
predominately influence the nature of his or her 
behavior and attitudes during the period when it is 
dominant. These parts are also referred to as 
"alters." The original or "host" part is usually 
amnesic for the other parts. 
Perhaps the most prevalent clinical definition of 
the term "alter" was developed by Braun and Kluft in a 
series of American Psychiatric Association workshops on 
MPD. They defined an alter, or "personality", as 
follows: 
an entity with a firm, persistent, and 
well-founded sense of self and a characteristic 
and consistent pattern of behavior and feelings in 
response to given stimuli. It must have a range 
of functions, a range of emotional responses, and 
a significant life history (of its own existence). 
(Kluft, 1.984a, p. 23) 
Kluft (1984a) further differentiated "personality 
fragments" as similar to full-fledged alters e xc e pt 
Transference and MPD 
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that they lack the depth and breadth of a personality 
and have only a very limited range of affects, 
behaviors, and life history. These fragments are 
considered more one dimensional, as they tend to 
exhibit a single affect, or perform a single function. 
Putnam (1989a) noted that the distinction between a 
personality of an alter and a personality fragment can 
be difficult to make and is largely a matter of 
judgment. In addition, the role of the alter in the 
system changes over time, from fragment to personality 
and vice versa. Regardless of the differentiation, 
Putnam believed that to establish firmly whether a 
given entity is a personality or fragment is 
unnecessary, since the basic therapeutic interventions 
are similar for both. 
Given Putnam's observation, and that the term 
"personality" can be misleading (as the parts are not 
and should never be considered separate people), in 
this paper the terms "part" and "alter" will be used 
interchangably to represent both "personalities" and 
"personality fragments." 
The parts are often quite different and appear 
opposite. One may be extremely promiscuous, while 
others are sexually inhibited or withdrawn. Some 
Transference and MPD 
studies have reported that different alters may have 
different physiological characteristics such as 
responsiveness to medications or alcohol 
( Pu t n am , 1 9 8 9 a ) . 
Transitions, or "switching" from one part to 
another, can be sudden and dramatic, sometimes 
appearing as a seizure. The patient will typically 
claim amnesia for the events that took place when 
another part was dominant and for the existence of 
other parts. In some cases, a part is not bound by 
amnesia and retains complete awareness of the 
existence, qualities, and activities of the other 
alters. In other cases, parts are aware of the 
existence of some or all of the others to varying 
degrees, and may experience the others as friends, 
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companions, or adversaries. In many cases of MPD, the 
transitions are so subtle that they remain undetected, 
usually interpreted by those closest to the patient as 
moodiness. 
For most MPD patients, each of their parts, or 
alters, has a proper name, and in some cases one or 
more may be given the name of its function (i.e., 
"Fear"). Usually, each part has a highly complex set 
of associated memories with characteristic attitudes, 
Transference and MPD 
personal relationships, and behavior patterns. The 
alters may be of the opposite sex, of different races 
and ages, and from a different family than the family 
15 
of origin. The most common type of alter is childlike. 
Borderline Personality Disorder 
Borderline personality disorder (BPD) has been the 
subject of a vast portion of the clinical literature on 
personality disorders. Ty~ically characterized as 
"difficult" and sometimes "impossible", these patients 
are usually identified by their instability, 
self-destructive tendencies, and often unbelievably 
strong resistance to therapeutic intervention. 
St. Clair (1986) defined BPD as, "a disorder 
neither neurotic nor psychotic, with a person having 
problems with object relations, nonspecific ego 
weaknesses, a tendency toward primary proce~s, and 
primitive defense mechanisms" (p. 187). 
Diagnostic problems. One of the primary 
difficulties in diagnosing BPD is that, according to 
the DSM-III-R, many people exhibit traits that are not 
limited to a single personality disorder, and if a 
patient meets the criteria for more than one disorder, 
each one should be diagnosed. This is particularly 
difficult with the "cluster B" Axis II disorders: 
Transference and MPD 
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histrionic, narcissistic, and antisocial disorders, 
that share with BPD the characteristics of dramatic, 
emotional, and erratic behavior. In addition, an 
overlap in use of defense mechanisms can further 
complicate differential diagnosis. 
In general, however, borderlines will 
characteristically report chronic feelings of 
emptiness. They often manifest behavioral patterns of 
impulsivity, self-mutilation, short-lived psychotic 
episodes, manipulative suicidal attempts, and excessive 
demands for involvement in close relationships (Kaplan 
& Sadock, 1988). In addition, BPD patients 
characteristically utilize splitting and projection as 
their primary defenses (Hamilton, 1988; St. Clair, 
1986). 
The DSM-III-R adopts 
primarily a descriptive and behavioral definition of 
BPD: 
a pervasive pattern of instability of mood, 
interpersonal relationships, and self-image, 
beginning by early adulthood and present in a 
variety of contexts, as indicated by at least five 
of the following: 
Transference and MPD 
(1) a pattern of unstable and intense 
interpersonal relationships characterized 
by alternating between extremes of 
overidealization and devaluation 
(2) impulsiveness in at least two areas that 
are potentially self-damaging, e.g., 
spending, sex, substance use, shoplifting, 
reckless driving, binge eating (Do not 
include suicidal or self-mutilating 
behavior covered in [5].) 
(3) affective instability: marked shifts from 
baseline mood to depression, irritability, 
or anxiety, usually lasting a few hours and 
only rarely more than a few days 
(4) inappropiate, intense anger or lack of 
control of anger, e.g., frequent displays of 
temper, constant anger, recurrent physical 
fights 
(5) recurrent suicidal threats, gestures, or 
behavior, or self-mutilating behavior 
(6) marked and persistent identity disturbance 
manifested by uncertainty about two of the 
following: self-image, sexual orientation, 
17 
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long-term goals or career choice, type of 
friends desired, preferred values 
(7) chronic feelings of emptiness or boredom 
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(8) frantic efforts to avoid real or imagined 
abandonment (Do not include suicidal or self-
muti lat ing behavior covered in [5].) (APA, 
1987, p. 347) 
From a dynamic perspective, these descriptive 
characteristics are due to the underlying unstable 
affect, mood, behavior, object relationships, and 
self-image. Borderline personality disordered patients 
appear to almost always be in a state of crisis, 
appearing argumentative one moment, depressed at 
another, or complaining of having no feelings at all 
(Kaplan & Sadock, 1988). 
They may exhibit brief psychotic episodes, and 
their psychotic symptoms are usually circumscribed, 
fleeting, or in doubt. Their behavior is highly 
unpredictable, and as a result they rarely live up to 
their abilities. 
The borderline personality disordered patient's 
interpersonal relationships are impaired, as they put 
every person into either an all-good or an all-bad 
category. They tend to view others as either nurturant 
Transference and MPD 
or hateful, depriving them of security needs and 
threatening them with abandonment whenever they feel 
dependent. As a result, their allegiances shift 
erratically and usually with a dramatic display of 
affect. 
19 
Presenting a psychodynamic perspective, St. Clair 
(1986) wrote: 
The borderline personality has not developed a 
cohesive self with cohesive, idealized objects. 
They have trouble holding themselves together, and 
use delusions and even hallucinations to protect 
against intolerable fragmentation and the loss of 
idealized objects. Their inner disintegration and 
harshness tend to cause borderlines to have 
serious relational problems and therefore problems 
relating to a therapist. (p. 159) 
Borderline patients frequently engage in 
repetitive self-destructive acts, wrist-slashing and 
other self-mutilations in order to elicit help from 
others, to express anger, or to numb themselves from 
overwhelming affect. They cannot tolerate being close 
or being alone, and will engage help, often to reject 
it. They complain of chronic feelings of emptiness and 
boredom, a lack of consistent sense of identity, and a 
Transference and MPD 
continual sense of depression despite an ongoing show 
of affects. 
Defense mechanisms. Borderline personality 
20 
disordered patients primarily utilize the defense 
mechanisms of splitting, projection, and projective 
identification, although omnipotence, grandiosity, 
dissociation, denial, and repression are also observed 
(St. Clair, 1986). Each of these will be defined here 
with the exception of dissociation, denial, and 
repression which were defined earlier. 
The most characteristic defense of the borderline 
is splitting. Kernberg (1980), a noted clinician in 
the treatment of BPD, described splitting as the active 
"keeping apart of contradictory experiences of the self 
and significant others" (p. 6). 
Splitting begins as a normal defensive process in 
infancy. The infant separates aspects of its 
relationships into good and bad facets, making them 
more managable. For example, the infant's relationship 
with its mother contains elements of both frustration 
and gratification. Splitting assists and protects the 
infant by dispersing hostile feelings and keeping them 
separate from gratifying feelings. 
complex relationship is simplified. 
In other words, a 
Transference and MPD 
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This process becomes dysfunctional when the child 
is unable to "outgrow" this, or make sense of complex 
relationships. This usually occurs in situations where 
the child's external reality (i.e., relationship with 
significant others) is chaotic and disturbed, leaving 
the child unable to bring together opposing aspects of 
his or her relationships with these individuals. 
Splitting manifests it~elf in the clinical setting 
by putting a particular person (often the therapist) in 
an ''all good" or "all bad" category, either idealizing 
or devaluing this person, then abruptly reversing this 
stance. Splitting is also seen in the patient's 
extreme difficulty in seeing alternate sides of a 
conflict, with disregard for, or denial of, 
accompanying contradictions in behavior and internal 
experience (St. Clair, 1986). 
The defense mechanism of projection may also be 
seen in the borderline patient. Projection is an 
unconscious mechanism in which a person attributes to 
another those generally unconscious ideas, thoughts, 
feelings, and impulses that are in himself or herself 
and which are considered undesirable or unacceptable. 
Projection protects the person from anxiety arising 
from inner conflict. By externalizing whatever is 
Transference and MPD 
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unacceptable, the person deals with it as a situation 
apart from himself or herself (Kaplan & Sadock, 1988). 
In the therapy session, projection may be 
exhibited as excessive fault finding and/or sensitivity 
to criticism. The patient may be projecting onto 
someone in a situation he or she is describing, or onto 
the therapist directly. 
Projective identification is a form of projection 
in which one projects an unacceptable quality of 
oneself (usually an impulse or aggression) onto 
another, and follows this with an attempt to control 
this quality in the other person. Sometimes the 
projecting individual's behavior actually has the 
effect of evoking behavior in the other person that 
resembles what was projected in the first place (St. 
Clair, 1986). 
In defining projective identification, Sandler 
(1987) stated: 
What one wants to get rid of in oneself can be 
disposed of by projective identification, and 
through controlling the object one can then gain 
the unconscious illusion that one is controlling 
the unwanted and projected aspect of the self. 
(p. 20) 
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Borderline patients may also utilize grandiosity, 
although this defense mechanism is less common with 
this population than splitting or projection. 
Grandiosity and omnipotence, like other defense 
mechanisms, are a manifestation of developmental tasks 
that were disturbed or not completed. When patients 
unconsciously feel threatened, they may show signs that 
they are powerful or all important as a way of 
protecting themselves against feeling shame and 
humiliation. This defense may also manifest itself in 
the patient becoming unusually critical of the 
therapist. 
A growing body of literature contends that child 
abuse plays a major formative role in the development 
of borderline personality disorder (Herman, Perry, & 
van der Kolk, 1989; McCann & Pearlman, 1990). Herman 
et al. (1989) found a strong association between 
borderline personality disorder and a reported history 
of major childhood trauma such as physical abuse, 
sexual abuse, and witnessing serious domestic violence. 
They reported that individuals in their study who had 
received the diagnosis of BPD more commonly reported 
such trauma and that these events were more severe than 
in other diagnositc comparison groups. 
Transference and MPD 
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In examining the use of defense mechanisms with 
this population, one can see how a traumatic experience 
could be translated into painful affect and negative 
self perceptions. Defenses such as splitting, 
projection, and grandiosity thus function as mechanisms 
for internal self-protection. In turn, attempts to 
keep the pain out of awareness would then result in the 
presentation of the ongoing symptoms of 
self-destructiveness, chronic dissatisfaction with 
life, and impaired relationships. 
Diagnostic Similarities j_n__MPD and BPD 
The diagnostic catagory of borderline personality 
disorder shares some common features with multiple 
personality disorder, making differential diagnosis 
difficult. Specifically, the presentation of the two 
disorders overlap in the areas of diagnostic 
symptomology and even manifestation of defense 
mechanisms. The similarities in symptomology will be 
examined, and the use of defense mechanisms will be 
examined in Chapter 2 as they relate to manifestation 
of transference phenomena. 
Both multiple personality disorder and borderline 
personality disorder are considered to have etiological 
origins in trauma that the individual has experienced 
Transference and MPD 
(Herman et al., 1989; Putnam, 1989a). In fact, some 
therapists believe that understanding that the 
dysfunctional behavior stems from trauma is more 
helpful to work with the patient rather than relating 
it to a particular diagnosis (Bloch, 1991; McCann & 
Pearlman, 1990). 
25 
Given that both disorders are related to traumatic 
experience one should not be surprised that many 
patients with the diagnosis of borderline personality 
disorder have dissociative symptomology (Chopra & 
Beatson, 1986). Moreover, a large bod~ ·of the clinical 
literature on MPD also notes strong similarities 
between MPD and borderline personality disorder (Benner 
& Jocelyn, 1984; Buck, 1983; Horevitz & Braun, 1984; 
Kluft, 1982). Horevitz and Braun found that 23 of 33 
patients with MPD (70%) also met DSM-III criteria for 
borderline personality disorder. Coons, Bowman, and 
Milstein (1988), in a clinical investigation of 50 
cases of MPD, found that these individuals displayed a 
wide variety of underlying personality disorders, 
although the borderline type is most common. 
From a descriptive perspective, in BPD identity 
disturbance may be manifested by uncertainty about 
issues such as self-image, gender identity, or 
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long-term goals or values. Patients with BPD are 
constantly changing their affiliations with groups, 
causes, and the direction of their lives. They also 
experience affective instability and marked shifts in 
their attitudes towards others. This phenomena can be 
mistaken for MPD, especially as the distinctiveness and 
complexity of the personalities become more blurred 
(Coons et al., 1988; Horevitz & Braun, 1984; Skodol, 
1989). 
Likewise, borderline personality disorder has been 
found to coexist with MPD, but often t~e alteration of 
personalities is mistakenly interpreted as nothing more 
than the irritability of mood and self-image that are 
characteristic of borderline personalities (Kaplan & 
Sadock, 1988). Therefore, an investigation of just the 
symptomatic pattern is insufficient to differentiate 
between BPD and MPD. 
Summary of Purpose and .Methodol..QK..Y 
The purpose of this paper is to examine the unique 
manifestations of transference in MPD, as well as the 
distinctive responses to transference interventions 
with this population, and the usefulness of this 
clinical data in making or confirming the diagnosis of 
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MPD. An understanding of transference and the 
underlying dissociative process in this population is 
particulary relevant in regard to b_oth accurately 
diagnosing MPD and differentiating borderline 
personality disordered patients. Essentially the 
clinician working with these populations must 
understand the similarities, unique differences, and 
underlying mechanisms in or<ler to make the proper 
diagnosis and adequately work through transference 
issues with both populations. 
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This paper will examine the concept of 
transference, from commonly held psychoanalytic and 
object relations theory, and its specific relationship 
to multiple and borderline personality disorders and 
their related defense mechanisms (Chapter 2). Janet's 
theory of dissociation and trauma and how it relates to 
the development of pathological defense mechanisms will 
then be outlined, as well as empirical support for the 
theory (Chapter 3). 
An examination of differential diagnosis and 
treatment utilizing transference differences in MPD and 
BPD patients will follow (Chapter 4). This section 
will also focus on understanding the role of the 
therapist and the use and display of defense mechanisms 
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in making the diagnosis and providing appropiate 
treatment. An analysis of the implications of this 
theory and directions for further research will also be 
examined. 




The term "transference" in a general sense 
literally means to convey information or content from 
one person, place, or situation to another (Benner, 
1985). In specific psychotherapeutic usage, 
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transference refers to the process whereby the patient 
transfers or displaces onto the therapist feelings, 
attitudes, and attributes, which properly belong to a 
significant attachment figure of the past, usually a 
parent, and responds to the therapist accordingly. It 
also refers to anything that is experienced in relation 
to the treatment arising from the unconscious fantasies 




Sigmund Freud (1949) originated the term for 
psychotherapeutic use and saw it as a primary tool in 
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healing the patient. Freud believed that transference 
was essential to treatment as it allowed the repetition 
of experiences from childhood to be brought to 
consciousness within the patient-therapist 
relationship. In this environment, the recurring 
conflicts could be relived, understood, and then 
reworked to satisfactory resolution. Freud believed 
that the therapist's role was to induce the 
transference by presenting himself or herself as a 
"screen" or "container" and to limit the presentation 
of himself or herself as a real person. Transference, 
in Freud's view, was resolved through the appropriate 
interpretations of its meaning by the therapist, 
enabling the repetition to be transformed into a memory 
and leaving the way open for a real relationship 
between therapist and patient to be established. 
Freud saw transference as a type of displacement; 
the patient displaces onto the analyst unconsious 
feelings which he or she had previously attached to a 
significant person (usually a parent). He believed 
that transference reflected the patient's need to find 
an object in order that repressed feelings might be 
expressed. The analyst serves as a substitute for the 
original object in such a setting. Transference may 
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reveal itself in direct verbal communication, free 
association, or the content of dreams. 
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lnsof ar as the phenomena of transference operates 
unconsciously, the patient is totally unaware of its 
functional importance. Not interpreting the 
transference immediately, the therapist encourages its 
development until the patient has established what 
Freud called a "transference neurosis." In essence, 
this is a "miniature neurosis" that enhances insight 
into the patient's deep, characteristic ways of 
perceiving, feeling, and reacting to significant 
figures from early life. 
According to Freud, as patients become gradually 
aware of the true meaning of their transference 
relationship with the analyst, they gain insight into 
their past experiences and feelings, relating these 
more fully to their ongoing difficulties. Orthodox 
psychoanalysts regard analysis of transference as 
absolutely vital to the therapeutic process and see 
successful outcomes as depending upon it. 
In psychoanalysis, the analyst provides the 
patient with interpretations about psychological events 
that were neither previously understood nor meaningful 
to the patient. The transference constitutes a major 
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frame of reference for interpretation. A complete 
psychoanalytic interpretation includes meaningful 
statements of current conflicts and the historical 
factors that influenced them. Most interpretations are 
limited in scope and deal with matters of immediate 
concern (Kaplan & Sadock, 1988). 
Freud differentiated between positive and negative 
transference. In the former, the patient exhibits 
affectionate attachment to the therapist, with or 
without sexual overtones. In the latter the patient 
may show hostile rejection, passive resistance, or 
compliance. Freud saw both positive and negative 
transference as resistance to treatment. The patient's 
desire for affection, respect, and gratification of 
dependent needs, is the most widespread form of 
transference (Kaplan & Sadock, 1988). Freud also 
believed that the transference feelings were developed 
as an outcome of the patient's perception of some real 
aspect of the analyst (Freud, 1949). Characteristics 
such as age, sex, personal manner, and social and 
ethical background all influence the rapidity and the 
direction of the patient's responses. 
Basch (1988), an object relations therapist and 
author, noted that Freud considered only psychoneurotic 
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patients as capable of forming a therapeutic 
transference, or transference neurosis. For many years 
that dictum severely limited the application of Freud's 
method to only neurotic patients, and led to the 
fragmentation of the field of psychotherapy as 
practioners seeking to help non-neurotic patients 
sought other ways of dealing with those patient's 
problems. 
Object Relations 
Object relations theory, which grew out of the 
psychoanalytic tradition, sees transference similarly 
to the phenomena first conceptualized by Freud. This 
theory purports that transference in therapy is a new 
version of the fantasies, fears, and feelings that were 
involved in past relational experiences; it is the 
process of a patient applying to a therapist the 
feelings and fantasies associated to some past figure 
or relationship (St. Clair, 1986). 
Object relations theorists would say that from the 
very beginning of life, a child has object 
relationships; relationships with figures that involve 
love and hate, anxieties and defenses. Since 
transference begins in these early experiences of 
object relations, the analysis of transference will 
MURDOCI< LEAR~JlMG RESOURCE CENT~ 
Transference and MPD 
34 
enable the therapist and patient to explore these early 
relationships and the feelings attached to these 
relationships. 
rhe process of therapy investigates the basis for 
the fantasies and feelings involved in various 
relationships, lessening depressive anxiety and 
persecutory guilt. Early painful patterns and modes of 
feelings can be diminished. Therapeutic change comes 
about through analysis of the transference and by 
connecting current feelings and attitudes with the 
earliest object relations. 
The therapist can represent different figures from 
the earliest period of the client's life, whether that 
figure is the father or mother, some aspect of father 
or mother, or even a part of the individual's superego 
or id. Although relatively few people are involved in 
the early life of the infant, the infant develops a 
multitude of different objects since different aspects 
or roles of the parents are represented in the infant's 
inner world. These inner figures or objects, either 
whole or part, get transferred to the therapist and 
need to be worked through. In this therapeutic 
situation, fluctuation of transferences likely depends 
on what is happening in the therapy. The therapist may 
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be perceived in succession as an "enemy" or a "helper" 
or a "bad mother" or a "good mother," that is, 
frustrating or satisfying (Greenberg & Mitchell, 1983). 
In the therapy session, transference takes place 
when the patient transfers or projects onto the 
therapist some aspect of his or her past experience 
that is too painful to realize consciously. The 
therapist usually becomes aware that transference is 
occurring when the patient's behavior seems more 
intense or extreme than the situation warrants. The 
therapist then assists the patient in bringing the 
experience behind the transference to conscious 
awareness, thereby giving the patient a chance to work 
through the conflicted material and gain mastery or 
control over it. 
The process of the development and mastery of 
transference material is an essential part of the 
course of therapy, not only because it allows the 
patient to gain mastery over past experience that is 
inevitably related to dysfunction, but also because it 
furthers the development of trust between the patient 
and the therapist. 
The development of trust by the patient is the key 
to both working through trauma and developing a 
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conscious awareness of how painful past experiences and 
relationships have generalized to present 
relationships. As such, the patient develops the 
insight and skill to no longer expect others to treat 
him or her as the patient had experienced in the past. 
MPD and Transference 
Common Manifestations 
The patient with MPD also displays signs of 
transference in the therapeutic relationship. As with 
patients in other diagnostic categories, the MPD 
patient will show an affect or behavior that does not 
fit the context of the immediate situation between the 
therapist and the patient. This usually takes the form 
of extremes. The emotional response is usually more 
than or less than what would be expected in the 
situation. For example, the therapist informs the 
patient that he or she will be on vacation for one week 
the following month and the client becomes very tearful 
and upset, or emphatically states that this does not 
matter to him or her. 
The patient with MPD is unique in that the display 
of transference tends to be rapid and changes quickly. 
The MPD patient will display a strong or unusual 
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feeling or affective reaction to something in the 
immediate therapeutic setting, appear to experience 
this briefly, and then shift either affect or behavior, 
or change the subject abruptly. 
In some cases the patient may also display what 
appears to be slight facial tremors, tics, and/or a 
quivering or rolling of the eyes, usually followed by 
an abrupt change in affect or the appearance of 
confusion or disorientation (Putnam, 1989a). This set 
of responses gives the most overt evidence of MPD, and 
does not occur in BPD. 
The therapist, believing that a transference is 
taking place and seeing a rapid shift, will usually 
attempt to bring the patient back to the subject that 
seemed to elicit the strong reaction. The patient with 
MPD will typically behave in one of several predictable 
ways. These include: appearing disoriented and 
confused, even uncertain about what was being discussed 
or just occurred; attempting to change the subject 
again; appearing panicked, but not being able to 
articulate why; or giving the therapist a response that 
addresses the intervention but is vague and general. 
This latter response on closer examination often 
appears to be a confabulation; the patient takes things 
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obviously disconnected from the original affective 
reaction. 
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The key identifying factors of a multiple 
personality disordered patient in this situation are 
their vagueness, discomfort, and an apparent desire to 
move on or distract attention away from themselves and 
the difficulty they are experiencing in responding to 
the therapist's probes. If the therapist presses the 
patient at this point to recount what just occurred in 
the immediate context of the session, the MPD patient 
will usually be unable to do this. The therapist needs 
to be aware, however, that this population has become 
highly skilled at confabulation, or putting together 
enough of a vague answer to cover their deficits in 
memory recall. The patient may also admit frank 
amnesia for the information. 
Multiple personality disorder, as mentioned 
previously, is a disorder of memory and identity. As 
the therapist attempts to assist the patient in putting 
together data from the session, their affective 
reaction, and the significance to past object 
relations, the MPD patient will be unable to produce 




Thus, they cannot make transference 
The MPD patient, like the borderline patient 
described in the clinical literature (Benjamin, 1992; 
Goldstein, 1990; Kernberg, 1975) often forms 
transference reactions very early in treatment. These 
are usually experienced as intense and often lead to 
acting-out that can disrupt the therapeutic 
relationship and the patient's treatment. Acting-out 
behaviors include self-destructive and/or suicidal 
behavior, such as food or substance abuse, and attempts 
to get more of the therapist's time. As with the 
borderline patient, transference reactions can be 
triggered by a variety of stimuli. 
Putnam (1989a) noted that many transference 
reactions by the MPD patient are therapist evoked. The 
MPD patient has a highly sensitized and vigilant 
perceptual system that is extremely reactive to 
experiences both in and out of therapy. He identified 
five areas that can trigger the MPD transference. 
These are: (a) Aspects or items in the therapeutic 
setting (e.g., objects in the room or clothing that the 
therapist is wearing that reminds the patient of a 
traumatic event or a significant person connected to a 
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traumatic memory); (b) the therapist's theoretical or 
therapeutic stance; (c) therapeutic interventions, if 
they are sufficiently reminiscent of disciplinary or 
other experiences from childhood; (d) the inevitable 
nonintervention aspects of therapy, such as billing, 
cancelled sessions, vacations or other separations, or 
unexpected interuptions during sessions; and (e) 
misdirected or poorly executed therapeutic 
interventions. MPD patients are extraordinarily 
sensitive to a therapist's errors. 
Putnam (1989a) also emphasized that a major source 
of transference reactions for the MPD patient 
originates from the uncovering of alters during the 
process of therapy. These alters embody or hold the 
traumatic experiences for the patient. Of ten the 
therapist's gender or mere presence (i.e., as an 
authority figure) will elicit the transference 
reaction. In extreme cases, such a profound perceptual 
distortion exists that the patient will hallucinate the 
therapist as the transference object. Obviously, this 
can be dangerous for the therapist, who must exercise 
extreme caution (Putnam, 1989a). 
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Defense Mechanisms 
The use of defense mechanisms by the MPD patient 
is important to understand, as they clarify the unique 
manifestations and need for specific intervention with 
this population. 
As outlined earlier, the MPD patient primarily 
utilizes the defense of dissociation which is the 
blocking of aspects of experience from conscious 
awareness, usually precipitated by an event that is too 
overwhelming or stressful (i.e., traumatic) for the 
patient to consciously process. When this occurs 
repeatedly, and in situations that make it impossible 
for the individual to fully realize and process the 
impact, the continual use of dissociation results in 
disruptions in memory and eventually identity. The 
individual unconsciously builds up amnesic barriers 
around traumatic events and certain aspects of these 
events, through the use of denial and repression. Over 
time, these sequestered areas appear to take on a life 
of their own, taking on more of the individual's 
functioning, thus resulting in "personality fragments." 
In the context of therapy, this usually is 
exhibited by the patient as intense reactions, or 
fragments of reactions, followed by abrupt changes, and 
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confusion and disorientation when the therapist 
attempts to assist the patient in understanding what is 
occurring. This is initially confusing for the 
therapist, who is not being confronted with just one 
transference, but a whole group of them, related to the 
separate alters (Jeans, 1976; Wilbur, 1988). 
What is probably occurring in these "multiple" 
transference reactions is that the patient is talking 
from one state (i.e., one alter is present) and 
suddenly is triggered by something in the therapeutic 
session. The trigger can be something in the room, 
something the therapist says, something in the 
therapist's demeanor, or even some topic that the 
patient inadvertently stumbles on that triggers fear or 
anxiety. 
This process occurs unconsciously, as the trigger 
generates anxiety and then a switch to either another 
part or the host. The presenting alter and/or the host 
both usually claim amnesia of the original trigger ~nd 
the experience of affect. They are strongly, albeit 
unconsciously, invested in remaining unaware. As noted 
above, the alters can influence each other without 
being aware they are doing so, as the process is 
largely unconscious. The overall presentation to the 
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the patient appearing geniunely unaware of what just 
transpired. The overall effect is to protect the 
patient from painful content or affect. 
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In more extreme cases, or sometimes when a greater 
degree of trust has been developed in the therapeutic 
relationship, the MPD patient will show a more dramatic 
shift of identity. This appears not only as a complete 
change in demeanor (e.g., from childlike to rigidly 
parental or vice versa) but also an abrupt change in 
the direction of the subject matter with the patient 
taking a completely different stance. In other cases 
the MPD patient will admonish the therapist that the 
subject is off limits. Ironically, if the therapist 
probes this, the presenting alter will appear to 
genuinely have no idea why the subject is off limits or 
even what the subject was, appearing disoriented and 
confused, unable to bring the information to conscious 
awareness. 
In the display of transference by the MPD patient, 
the patient is both revealing the manner in which the 
dissociation was utilized as a protective defense, as 
well as attempting to utilize dissociation in the 
present situation to keep painful realization of the 
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origins of the transference reaction out of their 
consious/ awareness. For example, a patient begins to 
stare at the plaid pattern in a shirt that the 
therapist is wearing. The patient appears transfixed, 
and the therapist begins to probe. The patient 
responds abruptly, is startled, and momentarily 
confused, and then asks the therapist to repeat what he 
or she just said. The therapist attempts to get the 
patient to return to the subject and discuss the 
reaction, and the patient appears perplexed as to what 
this is about. The patient was not only experiencing a 
dissociative episode, but also utilizing dissociation 
to avoid making conscious association. 
The Thera_Q_eutic Relatjon§.hi.Q 
The transference and countertransference (i.e., 
the therapist's own reaction to the patient) 
encountered in the therapy with the MPD patient is 
intense. Wilbur (1988), a noted therapist in the area 
of multiple personality disorder, observed that in an 
MPD patient each individual alter develops its own 
transferential relationship with the therapist, and 
each of these transference relationships can become 
extremely complicated because it may include admixtures 
of many forms of transference. 
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Specifically, the transference may contain 
elements of both positive and negative transference. 
Positive transference can include tender, affectionate, 
and warm feelings, as well as erotic and sexual ones. 
Negative transference includes feelings of rage, 
hostility, hatred, annoyance, and distaste. 
Wilbur (1988) emphasized the importance of 
identifying and understanding negative transferences, 
as she believed they constitute one of the most common 
reasons for an interuption or stalemate in therapy. 
This can manifest itself in an alter becoming so 
fearful of the intensity of his or her negative 
feelings (such as rage) towards the therapist that they 
disrupt treatment in some way out of fear of hurting 
the therapist, or the therapist will respond to the 
alter's transference in an unempathetic or angry manner 
that can also result in disruption. 
Bloch (1991) expanded on Wilbur's work to 
delineate five common types of negative transference 
seen in patients with dissociative disorders. 
are found in various proportions in particular 
alters/ego states: (a) erotic/seductive, (b) 
hostile/aggressive, (c) dependent/clinging, (d) 
withdrawn, and (e) masochistic. 
These 
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Wilbur (1988) also noted that although negative 
transferences receive the most attention in clinical 
work with MPD patients, positive transferences can 
generate equally intense resistance and warrant 
therapeutic attention. Such transferences include 
attempts by an alter to "seduce" the therapist into 
believing that all is well in a certain area in an 
attempt to stop the therapist from probing further, 
thus thwarting progress. 
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Wilbur (1988) maintained that the patient must be 
allowed the attribution of abusiveness or nurturance. 
The therapist should avoid personalizing these 
expressions and should point out to the patient what is 
occurring in the process. The therapist must take 
special care to not come across as critical or blaming 
of the patient. 
Wilbur (1988), who has consulted with numerous 
therapists, observed that the most recurrent 
transference/countertransference situations are when an 
angry alter persists and is successful in eliciting an 
angry response from the therapist. She has also noted 
that another common error is to misinterpret many 
nurture-and dependency-seeking transferences as erotic. 
Both positive and negative maternal and paternal 
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transferences will emerge, and emphasis must be placed 
on their resolution. Wilbur (1988) stated: 
In this almost invariably highly abused 
population, transferences toward past abusers 
often include elements of hostility that coexist 
with wishes for love and dependency needs toward 
the same individuals. These must be disentangled 
in the course of treatment, lest the patient 
repetitively seek out love objects who resemble 
the past abusers. (p. 75) 
Because various parts or alters within the MPD 
patient expect cruelty and harshness from the 
therapist, the therapist will frequently be tested to 
see if he or she has heard, cares, and believes what 
the alters are saying. Most alters have extreme 
difficulty, especially early in treatment, separating 
the overwhelming feelings they experience from what is 
As such, actually occurring in the treatment session. 
they often have difficulty responding to 
interpretation. What they do respond to is the 
consistency of the therapist's behavior and attitude 
overtime that corrects their misperception of 
hostility. The consistency of empathy and emotional 
availability of the therapist, particularly in 
Transference and MPD 
48 
difficult times is essential to gaining the patient's 
trust. This development of trust in the therapeutic 
relationship is crucial to successful treatment of the 
patient (Putnam, 1989a). 
The therapist must also be able to tolerate the 
MPD patient's often extreme show of dependency. Wilbur 
(1988) noted that these patients were not allowed to 
experience normal dependency as they were growing up. 
They were not given the kind of support necessary to 
build the strength necessary to become independent. 
They are in perpetual state of conflict around this 
issue, as they both crave dependency and are extremely 
fearful of it. 
The therapist must also be aware, according to 
Wilbur (1988), that MPD patients are similar to 
borderline patients in their exquisite sensitivity to 
the therapist's areas of personal vulnerability. 
Therapists working with this population frequently find 
themselves extending and revealing themselves more with 
this population, often providing data for the patient. 
The result is that the 
transferences become sufficiently enmeshed with 
reality components that they are experienced by 
the therapist with the discomfort associated with 
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an intrusion into one's own "personal space" and 
with the intensity of a vigorous personal attack, 
and are difficult to interpret because they are 
engrafted upon known reality components. (Wilbur, 
1988, p. 75) 
On the other hand, therapists who try to employ a 
therapeutic neutrality or detachment will find that the 
MPD patient experiences this as rejection. This 
population appears to have a tremendous need to 
participate in a real therapeutic relationship, 
expecting genuineness from the therapist (Bloch, 1991). 
Given the propensity for this population to 
attempt to cover up their difficulties with memory 
retrieval, therapists often misdiagnose multiple 
personality disorder. Clinicians working with trauma 
based disorders must understand the underlying 
mechanisms of dissociation and the impact this has on 
the traumatized individual. Such an understanding also 
sheds light on how MPD patients manifest transference 
and why they respond in a distinctive manner to 
transference interventions and assists in 
differentiating these patients from other diagnostic 
groups. 
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As noted in Chapter 1, the cornerstone of 
borderline personality disorder pathology is the 
failure developmentally to assimilate both positive and 
negative aspects within themselves and in others as 
well. This is observed in their behavior towards 
themselves and their relationships with others as they 
fluctuate between self destruction and grandiosity and 
idealizing and devaluing. As a result, their view of 
themselves and their relationships with others are in a 
constant state of instability and chaos. 
This instability is remarkably resistant to 
change. Unconsciously, the borderline is invested in 
keeping things chaotic, as it provides protection, or a 
defense, against opposing aspects coming together. The 
underlying belief is that if these were to come 
together life would be considerably more dangerous, 
painful, and confusing. 
Although all their relationships are characterized 
by instability, the therapist in the course of 
treatment often receives the most intense and distorted 
form of these defenses as a result of the transference 
process. In therapy, the borderline tends to develop a 
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Forming and maintaining a therapeutic alliance is 
difficult. The early phase of treatment is typically 
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characterized by frequent disruptions including: 
missed appointments, threats to leave, and actual 
withdrawal from treatment; alcohol, drug, and food 
abuse; self-mutilation; non-payment of fees; 
non-compliance with therap~utic requirements; suicidal 
rumination and gestures; insistent requests for 
personal information, additional time, or 
extra-therapeutic contact; and behavior that requires 
hospitalization or elicits the therapist's active 
involvement in the patient's life. These disruptions 
usually occur frequently and appear without warning, 
and can be triggered by therapeutic error, a lapse in 
empathy, or as a result of the patient's distorted 
internal state. These transferences can occur as early 
as patient's first telephone contact or session with 
the therapist (Goldstein, 1990). 
Defense Mechanisms 
The therapist dealing with this population must 
understand the defenses of splitting, projection, and 
projective identification and how these manifest 
themselves in the transference process. The behavior 
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resulting from these defenses is the key to both 
diagnosis and treatment of BPD. Similarly, the 
skillful therapeutic identification and intervention in 
the transference process is crucial to resolution of 
the chaotic internal state and conflicted relationships 
this population experiences. 
As described earlier, splitting is the most common 
and characteristic defense mechanism in BPD, 
manifesting itself in the form of a selective lack of 
impulse control, lack of concern for alternative sides 
of an argument or another's perspective, or denial of ' 
contradications in their behavior or affect (St. Clair, 
1986). 
This is observed in the transference relationship 
as the patient perceives the therapist as helpful, 
nurturing, and so forth, in a manner that is "too 
good," or idealized, and then suddenly without warning 
accuses the therapist in some way of not caring enough. 
The patient is able to see the therapist as one or the 
other, but not both simultaneously. 
The defense of splitting is enhanced by 
projection, which involves unconsciously attributing 
the bad qualities to another person, while perceiving 
the self as good and removed, or safe, from these bad 
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qualities. This serves as a protective separation of 
these polar qualities within the patient. Conversely, 
the patient may project onto another positive or good 
attributes to keep them separate from bad attributes 
within themselves. As noted earlier, this began as a 
normal developmental process in infants to organize 
experience. 
Splitting and projection often occur in 
combination with projective identification in the 
borderline patient. In utilizing projective 
identification, the borderline projects an unwanted 
aspect of self onto another person and then attempts to 
control this attribute in that person. Difficulty 
differentiating self from others is at the root of both 
projection and projective identification. However, 
some clinicians believe that the latter defense is a 
more mature mechanism because the person retains, on 
some level, an awareness of ownership of the unwanted 
aspect of self that is projected (Hamilton, 1988). 
In the therapeutic relationship, projective 
identification usually manifests itself as a negative 
transference that BPD patients develop. This typically 
is displayed towards the therapist as intense distrust 
and fear of the therapist, who the patient believes is 
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attacking him or her. Initially, the patient may 
unconsciously be attempting to control the therapist by 
being aggressive. Often the patient perceives their 
hostility as a response to what they see as aggression 
by the therapist. Not uncommonly the patient displays 
hostility to elicit a countertransference reaction in 
the therapist, resulting in the therapist responding in 
a nonempathetic manner. The patient then perceives 
this as aggressive, reinforcing his or her belief that 
the therapist is dangerous and cannot be trusted. 
What is being projected onto the therapist is a 
primitive, sadistic parent image; the patient 
experiences himself or herself as a frightened, 
attacked child. Moments later, this can shift so that 
the patient's experience is that they are the hostile, 
aggressive one (i.e., parent), and the therapist is the 
guilty, frightened victim (i.e., child) (Kernberg, 
1975). 
While BPD patients characteristically form 
negative transferences, the therapist must also be 
alert to positive transferences as well. Since 
splitting and the related mechanisms of denial, 
id ealization, devaluation, omnipotent control, and 
projective identification, serve to manage or protect 
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patients from their own aggressive impulses, what may 
appear overtly as a positive transference reaction may 
hide a more covert set of feelings that are equally 
essential to understand. Intense anger that is denied 
and/or projected may lead to impulsive acting out or to 
the eventual destruction of the therapeutic 
relationship (Goldstein, 1990). 
The Therapeutic Relationship 
The internal state of borderline patients sets up 
a no-win situation for their relationships, and this is 
observed in therapy. They seem destined to 
self-destruct as they are trying to connect and bond 
with others according to the patterns of their early 
relationships (Benjamin, 1992). 
The display of positive and negative transference 
by the borderline is an activation of unassimilated 
Kernberg early relationships the patient experienced. 
(1975) believed that BPD patients develop a 
"transference psychosis" which he defined as a 
premature activation of very early conflict-laden 
relationships, termed "object relations." The patient, 
in the course of these early pathological 
relationships, has adapted by developing ego states 
that represent opposing aspects of these relationships. 
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The transference psychosis is the reproduction of 
unconscious and disturbed object relationships and 
conflicts from childhood, along with elaborate defenses 
to prqtect the self from these past threatening 
interpersonal relationships. 
the 
Similarly, Mccann and Pearlman (1990) noted that 
patient's reactions to the therapist often reflect 
their expectations about particular kinds of 
social interaction or interaction in general. The 
more generalized the expectancy, the more 
pervasive are likely to be its effects 
interpersonally, and perhaps the more recalcitrant 
it will be to change. When stressed, borderline 
personalities tend to shift into a malevolent 
object world in which the interpersonal arena 
seems filed with victims and victimization. (p. 
236) 
Early traumatic experiences, particularly those 
with themes of abandonment, set the course for patterns 
of interaction in the transference. One of the most 
common transference patterns, reflecting a 
non-therapeutic reaction by the therapist, occurs when 
the patient actively, albeit unconsiously, works at 
~ 
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eliciting caring or nurturance from the therapist. The 
therapist may respond to the patient out of 
exasperation, experiencing the patient as a "bottomless 
pit" of neediness. When the patient senses the 
therapist's frustration, which is usually immediate 
since the patient is keenly attuned and expectant of a 
lack of caring, the patient panics that the therapist 
is not going to be able to belp them or will hurt them 
in some way. 
in some way. 
The patient is then likely to the act out 
Jn turn, the therapist may respond by 
withdrawing, leading to an attack on the therapist for 
not caring, which may precipitate more acting out and 
even withdrawal from therapy. This results in the 
therapist feeling more guilty and resentful which, if 
unmanaged by the therapist, can result in interventions 
that come across to the patient as blaming. 
The therapeutic relationship is at its most 
tenuous early in treatment as the transference forms, 
and the patient is unconsiously expecting the therapist 
to abandon or be hurtful to them. While borderline 
patients are generally able to maintain the capacity 
for reality testing, they form intense, primitive 
reactions, even early in treatment, that temporarily 
overwhelm their "observing ego," or ability to 
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rationally process overwhelming feelings and 
experiences (Goldstein, 1990). 
This can be difficult for the therapist as well. 
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Benjamin (1992) stated, "The BPD's perceptiveness and 
knowledge of unfair rules of interpersonal play make 
her capable of shredding the therapist's confidence and 
effectiveness. Her neediness and identification with 
abusers may drive her to ruthless extremes with the 
therapist" (p. 131). 
The transference process is further complicated by 
borderlines' difficulty in differentiating their 
internal sense of self from others. Consequently they 
have a hard time discerning what part of the conflict 
belongs to them and what part belongs to others, 
including the therapist. 
In the case of extreme transference, the patient 
perceives himself or herself as having interchangable 
p e rsonalities with the therapist, or may perceive the 
therapist as exactly like an early parental figure. In 
these cases, reality testing is impaired and reality 
and fantasy, past and present are distorted. For the 
patient, this is terrifying and overwhelming, leading 
to acting out (St. Clair, 1986). Ironically, as the 
patient's view of the therapist becomes more distorted 
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and the therapeutic relationship more intense, the 
patient's outside relationships are often improving and 
becoming more functional. 
The development of the therapeutic relationship is 
the basis for effective treatment with BPD. The 
therapist must establish himself or herself as a person 
who responds in a consistent, empathetic manner, in 
order to dispel the patient's unconscious perception 
that the therapist can become hurtful in an instant. 
As therapy progresses, transferences with borderlines 
settles into an alternating pattern of displays of 
anger/hostility and idealizing/overvaluing of self, and 
projecting the counterpart onto the therapist 
(Franklin, 1990). For example, the patient may express 
rage towards the therapist for the slightest perceived 
infraction, simultaneously feeling removed and totally 
innocent of any involvement in the conflict. 
As the therapist assists the patient in processing 
the transference, the patient frequently will regress, 
going back in their memory to remember and emotionally 
reexperience events directly related to the development 
of the internal chaos they experience. Usually, the 
borderline shows fluctuations in voice and facial 
expression, mood, and developmental level; all becoming 
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more childlike. As the borderline experiences the 
feelings and content associated with the early trauma, 
their viewpoint is one of an adult remembering 
(Franklin, 1990). 
As they regress in therapy, their continuity of 
awareness is maintained, and their identity remains 
essentially intact (Franklin, 1990). Through this 
process, borderline patients identify feelings they had 
as a child, remaining aware of the immediate 
therapeutic situation. As a result of the transference 
interventions, they are able to learn to function more 
effectively. 
The therapist must understand that the display of 
positive and negative transference is not a conscious 
effort by the patient to resist treatment, but rather 
an unconsious attempt to keep painful internal 
experiences separate and protected from their 
awareness. In this sense, the display of defenses, 
resistances, and positive and negative transference are 
synonomous terms all serving to protect against a 
perceived unconscious threat to the cental aspects of 
the person, including the subjective experience of self 
and significant others. On some level, these 
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individuals have been traumatized, and their defenses 
represent their best attempt to cope with their pain. 
Such an understanding is crucial both to the 
management of the therapeutic relationship and the 
process of therapy. The therapist's role is to 
identify, point out, and assist the patient in 
successful resolution of the transference material 
(Kernberg, 1975). The therapist thereby helps the 
patient to assimilate unintegrated aspects of self. 
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The therapist must bear in mind that the patient's 
dysfunctional attempts to elicit nurturance and 
aggression, and their acting out, are coping mechanisms 
to manage a chaotic internal state resulting from early 
traumatic experience. Such an understanding is 
essential in order for the therapist to manage the 
possible disruptive effects of his or her own 
countertransference and maintain a stance of empathetic 
neutrality that is essential to the treatment of BPD. 
Comparison of MPD and BPD Transference 
In comparing borderline and multiple personality 
disordered patients in terms of their transference 
behavior, one can see why differential diagnosis is 
difficult. Both patient populations share the 
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characteristic of forming transference reactions early 
in treatment and displaying a range of extreme 
reactions. These reactions often take the form of 
acting out behavior which is usually self-injurious 
and/or has the intent of engaging the therapist in some 
way. Their transference reactions can be evoked by a 
variety of stimuli related to the therapeutic setting 
and the therapist's presence or behavior. 
Both MPD and BPD patients show exquisite 
sensitivity to the therapist's areas of personal 
vulnerability. Likewise, both are capable of profound 
perceptual distortions in their transference towards 
the therapist, having difficulty sorting out what part 
of the conflict is theirs and what part is the 
therapist's. 
Jn the formation and processing of the 
transference in the therapeutic relationship, both show 
positive and negative transferences and respond to the 
consistency of the therapist's empathetic responses 
which form the basis for trust. Both expect 
genuineness from the therapist, and the development of 
trust in the therapeutic relationship is the key to 
effective treatment. 
in Table 1. 
These similarities are summarized 
Transference and MPD 
Table 1 
Similarities in Transference Behavior: Multi~ 
Personality Disorder and Borderline Personality 
Disorder_ 
1. Both exhibit transference early in treatment. 
2. Both display a range of extreme reactions (e.g., 
acting out behavior). 
63 
3. Both show exquisite sensitivity to the therapist's 
areas of personal vulnerability. 
4. Transference reactions can be evoked by a variety 
of stimuli related to the therapist and the 
therapeutic setting for both populations. 
5. Both are capable of profound perceptual distortions 
in their transference towards the therapist and 
have difficulty sorting out what part is theirs 
and what part is the therapist's. 
6. Both show positive and negative transferences. 
7. Both respond to the consistency of the therapist's 
empathetic responses. 
8. Both expect genuineness from the therapist, and the 
development of trust in the therapeutic 
relationship is the key to successful treatment. 
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However, some distinctions do exist in 
transference behavior between MPD and BPD. The MPD 
patient relies primarily on the defensive mechanism of 
dissoGiation. Although the transference behavior may 
initially appear to involve splitting or projection, 
MPD patients typically are not able to sustain use of 
these defense mechanisms long enough to process them. 
In contrast, the borderline patient primarily 
utilizes the defenses of splitting and projection. 
This is observed in their transference reactions 
towards the therapist as they alternatively present 
positive and negative aspects of self and project the 
counterpart onto the therapist. The splitting, on 
closer observation, appears as different aspects of one 
core personality, rather than as distinct states or 
persona]ities, as seen in MPD (Gabbard, 1989a). 
In addition, if the therapist asks the patient to 
recall the content of the transference before the split 
(e.g., the display of rage before the shift to 
idealizing), the borderline patient is able to recall 
this content, unlike the MPD patient. Likewise, if the 
therapist reflects the shift from "bad" to "good," the 
borderline's reaction to the contradiction tends to be 
one of indifference or bland denial (Gabbard, 1989a). 
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This stands in sharp contrast to the panic and 
confusion manifested by MPD patients. 
In MPD patients the display of positive and 
negative transference is complex, since the alter 
personalities of a multiple may have semi-independent 
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transference reactions to a therapist. Putnam (1989a) 
noted that most discussions of transference in the 
clinical literature are examined in terms of the 
patient-therapist dyad. These transferences can be 
conceptualized as layered, in that any given response 
may draw upon several earlier experiences with a number 
of important persons from several different periods of 
the patient's life. This type of transference is seen 
in borderline patients. 
Patients with multiple personality disorder, in 
contrast, are more complex, given the various reactions 
of the different alters. Putnam (1989a) stated, 
In a multiple, the transference reactions of any 
given alter will usually be based on discrete 
events from a specific period in the patient's 
life and will not reflect the type of layering 
seen in patients who do not have MPD. The 
layering seen in an MPD patient occurs because 
many of the alters will have different 
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semiautonomous reactions to the same 
stimulus. • These conflicting transference 
reactions may be expressed simultaneously, 
sequentially, or in some combination thereof. (p. 
184) 
Borderline patients tend to require more 
neutrality in the therapeutic relationship than MPD 
patients do, in order to enable them to sort out what 
part of the transference conflict is theirs. They lack 
the displays of amnesia that MPD patients express. 
Furthermore, they are able to come to points of insight 
and respond to the therapist's interpretations sooner 
than MPD patients. As a result, they have the capacity 
to learn to function more effectively earlier in the 
therapeutic relationship than MPD patients. 
Transference interventions with the MPD patient 
that are based on interpretation or insight are met 
with confusion, panic, or confabulation. These 
patients display amnesia for the past as well as for 
what has occurred and is occurring in the therapy. 
Borderline patients also tend to hold the 
therapist as an object, although fluctuating between 
good and bad splits, more consistently than MPD 
patients. The therapist working with a borderline 
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patient will be able to trace the connection between 
the display of bad or good self to something that has 
occurred in the immediate therapeutic setting (Gabbard, 
1989b). With the MPD patient, this is dramatically 
lost as the patient quickly dissociates awareness of 
the precipitating trigger. 
As the therapy progresses, borderline patients are 
able to identify feelings they had as children, while 
simultaneously remaining aware of the present. Though 
borderlines show the fluctuations in voice, facial 
expression, mood, and developmental level that MPD 
patients do, the fluctuations are less rapid and the 
process of regression is more gradual (Franklin, 1990). 
In addition, BPD patients do not display an 
amnesia for the past or confuse the past with the 
present. Nor do they show disturbances of memory or 
identity. As they respond to transference 
interventions, their viewpoint, facial expressions, and 
manners become more childlike. However, their 
perspective is one of an adult remembering the past. 
In contrast, these same expressions in the MPD patient 
are more extreme and are more likely to shift quickly 
to an alternate extreme. Their display of transference 
is one of reliving the traumatic event (Franklin, 
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1990). Differences in transference behavior between 
multiple personality and borderline personality 
disordered individuals are summarized in Table 2. 
Summary 
In conclusion, the differences in transference 
behavior can assist in the diagnosis of multiple 
personality disorder, this clinical data is best 
evaluated in the context of the patient's total 
clinical picture. As Franklin (1990) stated, "The 
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therapist must explore the patient's other problems, 
conflicts, and symptoms, particularly those that may be 
dissociative such as nightmares, flashbacks, and 
physiological symptoms that may be connected to traumas 
or alters" (p. 11). 
In order to fully understand, assess, and track 
the development of transference in MPD patients, as 
well as evaluate their clinical symptoms, one must 
understand the development and dynamics of the 
defensive process of dissociation. Such an 
understanding enables the therapist to distinguish MPD 
patients more effectively as well as enhances the 
treatment of any patient whose symptom picture involves 
dissociation. 
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Table 2 
Differences in Transference Behavior: Multiple 







Primarily relies on th~ 
defense of dissociation 
1. 
Has difficulty recalling 2. 
content and will respond 
with panic, confusion, 
and/or confabulation 
Transference is complex 
as different alters 
have different reactions 
Intervention requires 





the def enscs of 
splitting and 
projection 





dyadic and layered 
Intervention tends 






5. Must work through 
amnesic barriers before 
insight can be achieved 
6 • Expressions and shifts 
are more extreme and 
display of transference 




Transference and MPD 
70 
Has capacity to 
learn to function 
more effectively 
earlier in the thera-
peutic relationship 
as they do not have 
the amnesic barriers 
that MPD patients do 
6. May show child-like 






perspective is one of 









between display of 
behavior and origin of 
affect, due to 
dissociation 
Dissociates whole 
memories into parts 
Overall presentation to 
the therapist is one of 
disorientation and 
confusion 
10. Covers up difficulties 
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Is able, with the 
therapist's 
assistance, to trace 
the connection 
between the 
transference and the 
origin of the affect 
Dissociates parts of 
traumatic memories 
Holds therapist as an 
object, though 
fluctuating between 
good and bad splits 
Can identify feelings 
they had as a child, 
while remaining 




1 1 • 
1 2 • 
Fluctuation in voice, 
facial expression, 
mood, and develop-
mental level are more 
rapid than with BPD 
patients 
Process of regression 
is less gradual than 
with BPD patients 
BPD 
1 1 • 
12. 
Transference and MPD 
72 
Fluctuation in voice, 
facial expression, 
mood, and develop-
mental level are less 
rapid than with MPD 
patients 
Process of regression 
is more gradual than 
with MPD patients 
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CHAPTER 3 
DISSOCIATION AND TRAUMA 
Introduction 
Understanding the underlying mechanisms of 
dissociation and, in particular, the relationship 
between trauma and dissociation is essential to 
understanding how transference phenomena are manifested 
and processed with the MPD patient. Pierre Janet has 
been considered the first to systematically study 
dissociation as the crucial psychological process that 
transforms traumatic experience into psychopathology 
(van der Kolk & van der Hart, 1989). 
Although several contempories of Janet furthered 
his concepts, interest in the study of dissociation 
declined due to emerging psychoanalytic models of 
repression (Putnam, 1989b). Another factor was the 
advances in the natural sciences that fostered the 
study of organs and organic functions at the expense of 
study of psychologically oriented functions (van der 
Kolk & van der Hart, 1989). However, with the 
increasing recognition of dissociative pathology, and 
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in particular MPD, has come a renewal of interest in 
Janet's work (van der Kolk & van der Hart, 1989, 1991). 
Janet published his first book exploring the 
connection between trauma and psychopathology, 
L'automatisme Psychologue, in 1889. The book followed 
three principle themes: (a) sensory perceptions, 
mental integration, and memory storage; (b) 
dissociative reactions as failures of information 
process; and (c) psychotherapeutic interventions (van 
der Kolk & van der Hart, 1989). 
Two leading clinicians in the field of trauma and 
dissociation, Bessel van der Kolk and Onno van der Hart 
(1989, 1991) have studied Janet's theory and examined 
its relevance in light of contemporary research. What 
follows is an overview of Janet's theory based on van 
der Kolk and van der Hart's work. The theory will be 
discussed as it relates to the areas of normal memory 
function, and trauma and dissociative damage in memory 
functioning. Following this, contemporary research 
support for Janet's theory, as well as the relevance of 
Janet's theory to diagnosis and transference behavior 
of MPD patients will be examined. 
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Overview of Janet's Theory 
Van der Kolk and van der Hart (1989) delineated 
the basic tenets of the theory of dissociation and 
dissociative damage outlined by Pierre Janet. They 
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observed that Janet's work, long overlooked in the 
professional community, provides a broad framework that 
unifies into a larger perspective the various 
approaches to psychological functioning which have 
developed along independent lines in this century. As 
such, Janet's work clarifies interelationships between 
such areas as memory processes, state-dependent 
learning, dissociative reactions, and posttraumatic 
psychopathology. 
Janet based his theory on numerous carefully 
documented clinical observations of his patients who 
displayed a plethora of symptomology. He was 
particularly interested in the functioning of normal 
memory and the impact of trauma and r e sulting 
dissociation on memory functioning. Each of these 
areas will be examined below. 
Normal Memory Processi...n.g_ 
Janet believed that under normal conditions the 
individual automatically integrates new information 
into consciousness and responds appropriately with 
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conscious awareness. These behaviors, which Janet 
termed "automatisms," are automatically integrated into 
existing cognitive schemata. He saw these as actions 
triggered by ideas and accompanied by emotions. 
Automatisms were combinations of cognition, conation, 
emotion, and action. In Janet's theory, these 
represented the basic elements of consciousness and are 
both psychologically and biologically encoded. Janet 
also coined the term "subconscious" for these memories 
or automatisms. 
According to Janet, the memory system has two 
basic functions: (a) to process and store new 
sensations, and (b) to organize and categorize incoming 
information according to the existing schemata. As van 
der Kolk and van der Hart noted, "Memories of 
innumerable simple visual, auditory, gustatory, or 
tactile sensations, are synthesized into a perceptual 
system that provides a matrice for proper 
categorization and integration of subsequent internal 
and external stimuli" (p. 1531). 
This manner of synthesization makes difficult the 
later decoding of the exact nature of a memory and its 
impact on behavior. Janet believed that healthy 
functioning of personality involved a unified memory of 
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all psychological facets related to a particular 
experience: sensations, emotions, thoughts, and 
actions. Furthermore, the healthy individual was one 
who had enough of an awareness of his or her memories 
to know them, could understand their attachment to 
other memories, and was able to verbalize these. 
Successful integration into the memory system depends 
on the cognitive assessment of new experience. 
Trauma and Memory Function.in.g_ 
In contrast to the aforementioned description of 
healthy integration of memories in usual experience, 
Janet outlined the process of dissociation. He 
believed that frightening or novel experiences were 
more likely to not fit into existing schematas, but 
rather these memories became split off from conscious 
awareness and voluntary control. These fragments of 
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unintegrated events may later show up as "pathological 
automatisms'', painful memories that have a debilitating 
effect on the individual's behavior (van der Kolk & van 
der Hart, 1989, p. 1531). 
Janet believed that the failure to make sense of 
trauma results in "subconscious fixed ideas." These 
are cognitive, affective, and visceral elements of the 
trauma that are organized in the subconscious in such a 
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manner as to keep them out of conscious awareness. 
They continue, however, to have an impact on the 
individual's emotions, perceptions, and behavior. In 
addition, they serve no useful current function and are 
considered maladaptive, as they lay a dysfunctional 
foundation for coping with stress. This could be 
manifested in such affective and behavioral extremes as 
emotional constriction or over reaction, which he 
termed "vehement emotion." This was in response to a 
situation that unconsciously reminds the individual of 
the trauma (van der Kolk and van der Hart, 1989, p. 
1532). 
This results in a destruction of the psychological 
system, accounting for subsequent symptoms. These 
symptoms, Janet believed, rarely appeared at the time 
of the trauma, but rather have a delayed onset. This 
is determined by the time required to perceive that the 
event is inescapable, the time necessary for the 
individual to futilely attempt to fend off the 
inescapable event, and the occurrence of other traumas 
that deplete reserves. Janet believed that the amount 
of damage was directly related to the intensity, 
duration, and repetition of the trauma. 
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Janet saw dissociation as a crucial 
psychological process by which the individual reacts to 
and copes with overwhelming trauma. Janet believed 
dissociation was a psychopathological process that 
disrupted the psychological and physiological 
integrative functions. As noted, recent studies in 
this area have found that the continuum of dissociative 
reactions ranges from daydreaming to MPD (Frankel, 
1976; Hilgard, 1977; Ludwig, 1983; Putnam, 1984). 
Pathological dissociation is differentiated from 
normal dissociative reactions. In the pathological 
dissociated state an alteration in the sense of 
identity and memory disturbances (usually amnesia) 
involving events occurs (Putnam, 1989a). 
As individuals attempt to cope with the impact of 
their memories, they continue to be confronted with the 
trauma embedded in the memory. As a result, a "phobia 
of the memory" develops which prevents the integration 
(or "synthesis") of the trauma, splitting it off from 
consciousness. These continue as terrifying 
perceptions, obsessional preoccupations, and somatic 
reexperiences, such as anxiety reactions. 
Janet believed that untreated, traumatized 
individuals would experience a gradual decline in their 
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ability to handle both old and new stressors, resulting 
in a narrowing consciousness and more severe 
symptomology. Van der Kolk and van der Hart (1989) 
summarized Janet's position: 
After struggling to master the traumatic memories, 
the patient is caught in a descending spiral of 
increasing emotionality and reenactments of the 
trauma ("somnambulistic crisis"), loss of will to 
act ("abulia"), and psychosomatic symptoms. 
Eventually only a pervasive desire to get away 
from it all remains. (p. 1533) 
Janet believed that some individuals were more 
vulnerable than others to pathology resulting from 
dissociative damage. He saw the factors of 
temperament, prior experience, novelty of the 
situation, speed of events, and the psychological state 
of the person (i.e., including intoxication, illness, 
fatigue, depression, or violent emotional reaction) as 
interfering with the synthesizing of the trauma in an 
adaptive manner. Van der Kolk and van der Hart (1989) 
stated: 
The severity of the "vehement emotion," which 
depends on both the emotional state of the victim 
at the time of the event and on the cognitive 
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appraisal of the situation, determines the lasting 
impact of the trauma. The precipitating event 
itself is not necessarily dramatic (although Janet 
provided plenty of dramatic examples in his case 
histories) and may include such relatively 
ordinary stressors as financial or marital 
problems. Thus, the intensity of the emotional 
reaction, rather than ihe events themselves, 
precipitates psychopathology. (p. 1553) 
Janet's Theory of MPD 
Most leading clinicians and researchers in this 
area consider MPD to be a trauma based disorder (Bloch, 
1991; Franklin, 1990; Kluft, 1984b, 1984c; Putnam, 
1989a). A useful model for understanding the 
relationship of trauma, MPD, and dissociation is to 
conceptualize a continuum ranging from normal or less 
pathological forms of dissociation, such as 
daydreaming, at the low end to classic MPD on the 
severe end (Bernstein & Putnam, 1986). 
Dissociative phenomena, according to this model, 
is only maladaptive when certain limits of intensity or 
frequency are exceeded, or when it occurs in 
inappropiate contexts. Extreme pathological forms of 
dissociation are identified by an alteration in the 
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sense of identity and by memory disturbances, namely, 
amesia involving events that occur in the pathological 
dissociated state (i.e., trauma) (Putnam, 1989a). 
The early severe traumas experienced by MPD 
patients are believed to have led to dissociation, 
which has the defensive function of keeping the painful 
memories and accompanying affect separated and out of 
consciousness. These experiences have been 
compartmentalized by amnesic barriers in the 
traumatized individual. Between these barriers lie the 
separate states of consciousness or "identities" of 
MPD, which are the individual's attempts to manage 
severe traumatic experiences (or a series of such 
experiences) by fragmenting into distinct parts. As 
the trauma is usually ongoing and unpredictable, the 
parts become organized by function, such as physical 
sensation in the body, affectual reaction, thoughts or 
beliefs about the event, and so forth (Franklin, 1990; 
Kluft, 1984a). 
For example, in the case of incest, the child 
victim experiences conflicting physiological sensations 
of pain and pleasure, conflicting feelings towards the 
offender of confusion, affection, and rage, as well as 
conflicting thoughts of self blame and righteous 
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indignation towards the offender. Each of these has 
the potential to become a separate fragment, developing 
into a separate identity. 0 v e r t i me , i f t he t r a um a 
continues, the individual becomes a "trauma-processing" 
entity, effectively and efficently responding to each 
event by sending out fragments to do their part and 
absorb their respective piece of the trauma. This 
process allows the victim to effectively respond to the 
unpredictableness in their life and maintain a positive 
view of their abusers, upon whom they are usually 
dependent. 
Multiple personality disorder is an extreme form 
of the dissociative damage that Janet described. 
Individuals with this disorder are unable to make sense 
of traumatic memories as they have been split off from 
both unconscious and conscious awareness as well as 
voluntary control. In fact, the amnesic barriers 
organize the traumatic material in such a manner as to 
"protect" patients from conscious realization of what 
happened to them. The memories do become manifest, 
however, when something in the environment triggers 
them. Patients then respond with "vehement emotion," 
or affective and/or behavioral extremes. 
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The patient is able to maintain their "phobia" of 
remembering the traumatic event through utilizing 
(unconsciously) the amnesic barriers that are already 
in place as a result of the original trauma. This has 
the result of again preventing the integration or 
syntheis of these traumatic memories, unfortunately 
continuing the phobia. 
Research Support for Janet's Theory 
Van der Kolk and van der Hart (1989) noted that 
contemporary research supported many of Janet's tenets. 
In their review, van der Kolk and van der Hart cited 
findings from several fields that have lent validation 
to Janet's theory. These areas include: memory 
processing, encoding of memories, state-dependent 
learning, dissociation, and posttraumatic stress 
disorder. Some of the recent research reviewed by van 
der Kolk and van der Hart that supports several of 
Janets tenets will be examined. 
Normal Memory Processing 
Janet believed the two basic functions of memory 
were to process and store new sensations and to 
organize and categorize incoming information. Memories 
processed in this manner formed the basic elements of 
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consciousness and were both psychologically and 
biologically encoded. Modern neurobiological 
theorists, utilizing contemporary empirical data 
gathering methods and findings, believe that although 
heredity and embryonal development determine the basic 
structure of the central nervous system, the precise 
pattern of interconnections between neurons depends 
largely on experience (Edelman, 1987; Kandel & 
Schwartz, 1985; Reite & Fields, 1985). 
Specifically, Edelman (1987) believed that after 
birth, when the basic neural structure is in place, the 
developmental focus turns to modifications in the 
strengths of the synapses between neuronal groups. He 
saw these connections as enabling people to function, 
essentially forming the basis of memory by categorizing 
and generalizing. 
Central to Janet's theory is the concept of 
automatisms. As noted previously, Janet believed that 
in normal experience new information is incorporated 
into consiousness in the form of ideas and emotions, 
which then trigger an appropiate responsive behavior, 
or automatism. An automatism contains a combination of 
cognition (i.e., thought), conation (i.e., meaning, 
interpretation, or context), emotion (affect), and 
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action (or behavior). Edelman saw memory as an action 
as well. He stated, "Action is fundamental to 
perception: both sensory and motor ensembles must 
operate together to produce perceptual categorization 
(Edelman, 1987, p. 238). 
Janet also believed that in healthy personality 
functioning memory unified all psychological facets of 
a particular experience (i.e., sensations, emotions, 
thoughts, and actions). The hallmark of healthy 
functioning was the ability to verbalize these aspects 
into a narrative that emphasized the quality of 
experience and the feelings associated with it, rather 
than the specific events per say. Along these lines in 
the contemporary literature, van der Kolk and van der 
Hart (1989) cited Minsky, a cognitive theorist, who 
stated, 
So we shall view memories as entities that 
predispose the mind to deal with new situations in 
old, remembered ways-specifically, as entities 
that reset the states of parts of the nervous 
system. Then they can cause that nervous system 
to be "disposed" to behave as though it remembers. 
(p. 1534) 
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Similarly, cognitive psychologists (Bruner & 
Postman, 1949) found that memories determine the 
interpretation of the present, even when they are not 
conscious (i.e., encoded on a linguistic level). 
Kihlstrom (1984) and Neisser (1967) identified three 
modes of information processing which paralleled 
Piaget's (1973) stages of sensorimotor, preoperational, 
and operational thinking. These are: enactive, 
iconic, and symbolic/linguistic. They reflect the 
stages of the development of the central nervous 
system. As children mature, they appear to shift from 
sensorimotor (or motoric action) to perceptual (or 
iconic) representations to symbolic and linguistic 
modes of organization of mental experience. In the 
linguistic mode, they are fully able to create a 
conceptual framework, or schemata, from their previous 
experiences that assists them in placing new 
experiences in perspective. This perspective 
determines the interpretation of experience. 
Trauma and Memory Functioni!!K 
Janet believed that when people are traumatized, 
they experience a "speechless terror," which cannot be 
integrated into their existing cognitive framework. 
These experiences, left unintegrated, become 
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"pathological automatisms" that are then organized in 
the subconscious in such a manner as to keep them out 
of conscious awareness. They continue, however, to 
affect the individual's emotions, perceptions, and 
behavior in debilitating ways. 
Contemporary cognitive psychologists demonstrate 
that failure to organize a memory linguistically leaves 
it to be integrated on a somatosensory or iconic level. 
This can occur in the form of nightmares, 
hallucinations, anxiety reactions, psychosomatic 
symptoms, behavioral reenactments, and flashbacks. 
Kihlstrom (1984) stated, "Dissociation is mediated by a 
disruption in the links between semantic 
representations and their contextual features: the 
critical item-to-context link cannot be performed" (pp. 
194-195). 
Janet also theorized that the intensity of the 
vehement emotion (i.e., emotional reaction to the 
experience) was related to the capacity for the 
individual to process this experience effectively. 
Janet believed that the more terrifying the 
experiences, the more difficulty the individual would 
have in assimilation. 
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Jacobs and Nadel (1985), in a study of 
state-dependent learning, found that the hippocampus, 
which records in memory the spatial and temporal 
location of experiences, does not fully mature until 
the third or fourth year of life. The system that 
subserves memories related to quality (e.g., feel and 
sound) of things matures much earlier. Furthermore, 
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under the conditions of severe or prolonged stress, the 
functioning of the hippocampus appears to regress, 
creating context-free associations that are hard to 
locate in space and time (Sapolsky, Krey, & McEwen, 
1984). This disruption to the hippocampus appears to 
be responsible for the amnesia of the specifics of 
traumatic experiences but not the feelings associated 
with them (Jacobs & Nadel, 1985). 
Similarly, the research in the area of PTSD 
further supports the intensity/trauma reaction 
connection. After reviewing several studies, van der 
Kolk and van der Hart (1989) concluded that traumas 
produce their disintegration effects in proportion to 
their intensity, duration, and repetition. 
Furthermore, they maintained that the intensity of the 
initial physiological response (vehement emotion), 
combined with its cognitive interpretation, is probably 
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indeed the most significant predictor of long-term 
outcome in PTSD. Specifically, the severity of these 
two factors has been correlated in the contemporary 
literature with the initial degree of hyperarousal and 
dissociative reactions, developmental maturity, 
unfamiliarity with the environment, severity of 
interpersonal loss, length of exposure to the trauma, 
degree of life threat and personal injury, and 
participation in abusive violence. 
Contemporary research also supports Janet's 
contention that memory can best be retrieved in a state 
similar to which it was encoded. Cognitive 
psychologists have demonstrated in research in the area 
of state-dependent learning that retrieval depends more 
on the cue than on the nature of the trace (Kihlstrom, 
1984). In other words, the more the contextual stimuli 
resemble the conditions prevailing at the time of the 
original storage, the more retrieval is likely. In 
reviewing this subject, van der Kolk (1988) observed 
that memories are reactivated when a person is exposed 
to a situation, or is in a somatic state that is 
reminiscent of the one that was present when the 
original experience was encoded. 
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Citing several works, van der Kolk and van der 
Hart (1989) stated: 
Reactivation of past learning is relatively 
automatic: contextual stimuli directly evoke 
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stored memories without conscious awareness of the 
transition . . which may clarify Janet's 
observation the ["hysteric"] has lost the mental 
synthesis that constitutes reflective will and 
belief; he simply transforms into automatic wills 
and beliefs the impulses which are momentarily the 
strongest. (p. 1535) 
A parallel is noted between the contemporary 
literature on dissociation and Janet's observation that 
speechless terror precipitates a dissociative reaction. 
Putnam (1989a) reviewed a number of studies, examining 
the role of dissociative processes in other mental 
disorders such as PTSD, eating disorders, phobic 
disorders, and obsessive-compulsive disorder. He 
articulated three types of traumatic precipitants of 
dissociative reaction: (a) situations impossible to 
either fight or flee; (b) the loss of a loved one; and 
(c) an overwhelming, panic-inducing impulse, such as a 
powerful homicidal or suicidal urge. These three 
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terror Janet described observing in his patients. 
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In Janet's contention, dissociation is initially 
adaptive, blunting the emotional impact of the trauma. 
It becomes a chronic maladaptive process if unresolved 
or if the individual is repetitively traumatized. This 
is supported in the contemporary clinical literature. 
Several studies established that people who have been 
exposed to repeated severe trauma in childhood are most 
vulnerable to development of a chronic dissociative 
disorder (Putnam et al., 1986; Putnam, 1989b). 
(1989b) stated: 
Putnam 
Dissociative disorders thus can be conceptualized 
as highly discrete states of consciousness in the 
context of severe trauma. The amnesias that 
separate these states from normal consciousness 
are an extreme form of state-dependent memory. In 
response to a single acute traumatic experience, 
one dissociative state may be created. In the 
face of sustained trauma, a range of dissociative 
states may arise. (p. 415) 
MPD and Trauma Spectrum Disorders 
In his numerous clinical observations, Janet 
documented that individuals who have been traumatized 
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alternate between intrusive and avoidant symptoms. 
This alternation is considered the cornerstone of the 
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DSM-III-R definition of PTSD. Individuals who meet the 
criteria for this diagnosis vacillate between recurrent 
reexperiencing of a traumatic event and persistent 
avoidance of stimuli associated that trauma. 
Janet believed the individual's response to trauma 
resulted in vehement emotions that are biologically 
encoded. Kardiner (1941) called the trauma reaction 
"physioneurosis" and described the traumatized 
individual as remaining in a state of physiological 
preparedness for the return of the trauma. This causes 
an enduring vigilance for and sensitivity to 
environmental threat. Research studying the effects of 
combat stress on war veterans have well-documented this 
phenomena (Pitman, Orr, Forgue, de Jong, & Claiborn, 
1987; Rainey, Aleem, & Ortiz, 1987). Other studies 
involving traumatized populations confirmed that these 
individuals suffer from psychophysiological symptoms of 
the respiratory, digestive, cardiovascular, and 
endocrine systems (Krystal, 1969; van der Kolk & van 
der Hart, 1989). 
According to van der Kolk and van der Hart (1989), 
Janet was the first to note that traumatized people 
Transference and MPD 
94 
become attached to the trauma and seem unable to go on 
with their lives. Janet documented that 
traumatization, if unresolved, results in emotional 
depletion and a decline in functioning for the 
individual. His observations of this process are 
consistent with the literature on learned helplessnes 
(Maier & Seligman, 1976; van der Kolk, Greenberg, Boyd, 
& Krystal, 1985) and posttraumatic decline (Titchener & 
Kapp, 1976). 
In his extensive work with patients, Janet 
identified a traumatic precipitant as an antecedent to 
psychiatric illness in a majority of cases. Recent 
studies of the link between childhood trauma and mental 
illness do not show that trauma results in a specific 
DSM-III-R diagnosis. However, a preponderance of 
affective disorders occur on axis I and borderline 
personality disorder is on axis II (Bryer, Nelson, 
Miller, & Krol, 1984; Carmen, Rieker, & Mills, 1984; 
Herman et al., 1989). Contemporary theorists believe 
that these patients rarely meet all DSM-III-R criteria 
for PTSD, as the relevance of the original trauma has 
be e n lost in the current clinical picture to both the 
patient and the clinician (Beck & van der Kolk, 1987; 
Herman, et al., 1989). Van der Kolk and van der Hart 
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(1989) noted that "these recent studies indicate that 
the hallmark of psychiatric patients with chronic 
childhood trauma is the multiplicity of clinical 
presentations and the variety of diagnoses and 
different medications over time" (p. 1537). 
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Clinical studies suggest that as an individual 
matures, stressful life experiences are more likely to 
be sequestered off, affecting isolated aspects of 
functioning. Many factors influence the way an 
individual reacts and manages trauma, including age, 
predisposing personality factors, and the nature and 
severity of the experience (van der Kolk, 1987). The 
current clinical literature discusses traumatic 
reactions and psychiatric diagnosis as "trauma spectrum 
disorders." Multiple personality is at the extreme 
end, borderline personality disorder is considered an 
intermediate adaption, and some forms of somatoform, 
conversion panic, and anxiety disorders represent 
dissociated somatic reexperiencing of more 
circumscribed traumatic events (Lindy, 1987; van der 
Ko 1 k, 198 8) • 
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The uniqueness of the transference relationship 
with multiple personality disordered patients is more 
clearly understood when examined in light of Janet's 
theory of the underlying mechanisms of dissociation. 
In Janet's terminology, MPD patients do not experience 
a unified memory of all the psychological facets 
related to their past experience or to a particular 
incident of trauma. Their experiences of sensations, 
emotions, thoughts, and actions have become fragmented 
by amnesic barriers. They, therefore, do not have 
enough awareness to fully assess, understand, and 
integrate their memories. Moreover, MPD patients have 
difficulty simultaneously expr es sing the narrative 
content and the emotional component of their memories. 
If these individuals do not receive adequate treatment, 
they become more impaired as they rely increasingly on 
the dysfunctional dissociative system for all kinds of 
stress. 
As noted earlier, the manifestation of 
transference behavior by the MPD patient is rapid and 
changes quickly. The patient sees or hears something 
in the therapeutic environment that triggers an 
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unconscious emotional reaction. The source of the 
trigger and its meaning are too painful to realize 
consciously so the patient switches to an alternate 
state to manage the particular unconscious fear. 
The memories associated with the trigger, 
according to Janet's theory, have been split off from 
conscious awareness and voluntary control. Thus, the 
rapid change in transferen~e behavior is a result of 
the MPD patient quickly shifting states to avoid 
conscious realization. The amnesic barriers keep the 
aspects of trauma experience, thus the personality 
fragments separate. 
97 
The patient appears, and is in fact, genuinely 
disoriented, again due to the internal separation of 
the content of experience. While the patient may have 
learned to effectively cover for these lapses through 
the use of confabulation, he or she is unable to be 
specific when pressed. This is a direct result of the 
dissociative impairment in memory functioning Janet 
observed and theorized about. The more severe case of 
MPD the patient has, the more severe is the underlying 
dissociative memory impairment, and thus the more 
extreme (i.e., rapid and confused) the transference 
behavior will be. 
Transference and MPD 
The unique transference behavior of MPD patients 
is a result of the defensive use of dissociation 
described by Janet. Although clearly disruptive to 
their functioning, patients continue to use 
dissociation as a defense to maintain their phobia of 
remembering the trauma(s). As Janet noted, this 
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results in the prevention of the synthesis of aspects 
of memories and attached aspects of self that is 
necessary to achieve healthy integration and insight. 
In addition, this pattern also has a reinforcing effect 
on the phobia. 
MPD patients' memory of their past is fragmented, 
as is their sense of self. The integration of the 
aspects of experiences (i.e., sensation, conation, 
cognition, and action that results in insight, 
learning, and memory) provides the basic building 
blocks of identity and personality. This is directly 
reflected in MPD patients' alters which are a 
combination of these aspects of self and experience 
that are unconsciously prevented from assimilation. 
The fragmentations of self and experience usually 
are not cleanly divided. In other words, no alter 
exists for cognition, sensation, and so forth. Rather, 
the alters are a mixture of components, making sense 
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only in the context of what the individual needed 
physically and psychologically to fragment or 
dissociate to survive at the time of the trauma, or to 
avoid subsequent retraumatization. 
The MPD patient was involved in some traumatic 
experience, usually a series of experiences, that 
resulted in an intense, unpredictable and overwhelming 
emotional response. This is the "vehement emotion" 
Janet observed and described. The amount of emotional 
intensity exceeded the individual's capactiy to 
consciously tolerate it. 
Given this fragmentation, the MPD patient's view 
of others is fragmented as well. The therapist 
treating this population is no exception. As the 
transference builds, the MPD patient is unable to 
integrate components of what the trigger is, separate 
the therapist from the past association, or even be 
cognizant that the therapist has been empathetic in the 
past. The MPD patient, who is hypervigilent, is 
unconsciously fearful, becomes anxious, and manages 
this anxiety through the defensive use of dissociation. 
The patient is internally switching to a state that is 
unconsciously believed to be better equipped to handle 
the immediate situation. 
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Although MPD patients may appear to utilize the 
defenses of splitting and projection, they are 
generally unable to sustain these long enough to be 
effective. They will lapse back to dissociation as 
their primary defense. This is again due to the 
internal amnestic barriers. The more severe case of 
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MPD, the more rigid and thick the barriers are, and 
thus the more dramatic the transference behaviors will 
be. 
BPD Transference 
Borderline transference behavior can be explained 
in terms of Janet's theory. BPD patients, in contrast 
to healthy individuals, do not have a unified memory of 
all psychological facets related to particular 
traumatic experience. 
The hypothesis is that BPD patients are keenly, 
albeit unconsciously, aware that their trauma occcured 
in the cont e xt of a relationship. In Janet's theory, 
the opposing aspects of the trauma and/or the 
relationship would not fit into an understandable 
schema. These aspects become pathological automatisms, 
aspects of memories that will not integrate. The 
pathological automatisms result in maladaptive 
behavior. This inappropiate behavior, or acting out, 
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is displayed in affective and behavioral extremes, or 
"vehement emotion." The acting out serves the purpose 
of keeping the painful aspects out of awareness and 
reinforcing a dysfunctional pattern of coping. 
Borderline personality disordered patients are 
continually reexperiencing the fear and sense of 
violation from past trauma but are unable to see this 
as part of the past. Rather, they view and interpret 
the flood of feeling in their present context. As a 
result, they are unable to make realistic cognitive 
assessments of new experiences in a relational context. 
BPD patients have retained conscious awareness of 
positive and negative aspects of themselves, but these 
aspects appear to be separated off internally from each 
other. This defensive process does affect the 
borderline's sense of memory and identity, although not 
in the extreme amnesic sense that MPD individual's 
manifest. Rather, memory and identity are split, or 
organized around themes of good and bad (i.e., safe and 
unsafe). The borderline retains conscious awareness of 
both, but not both together. 
In contrast to the MPD patient's display of 
transference behavior, the BPD patient utilizes 
splitting primarily and is able to more effectively 
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sustain use of this defense. In Janet's theory, 
splitting can be viewed as a form of dissociation as it 
assists the traumatized individual in preventing 
painful aspects of memory from becoming fully 
intergrated into conscious awareness. As the 
individual comes to rely on this process to manage 
overwhelming or frightening experience, the splitting 
becomes a psychopathological process disrupting both 
psychological and physiological integrative functions. 
In other words, splitting can be viewed as a form of 
dissociation that initially blunts the emotional impact 
of the trauma, but becomes maladaptive. 
Borderline individuals have considerably more 
conscious awareness of the components of the trauma 
they experienced, and a more intact sense of self than 
do MPD patients. They do not have the amnesic barriers 
that MPD patients have. Borderline patients are better 
able to articulate the behavior triggering their 
reaction, but generally can only do this in the form of 
blame. While they are flooded with feelings, they 
avoid consciously connecting aspects of self and 
feelings through use of projection and splitting. 
In Janet's theory, projection would also be 
considered a form of dissociation because it serves the 
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purpose of keeping aspects of memory (cognitive 
appraisal) from synthesis. Borderline patients protect 
themselves from disturbing unconscious connections by 
keeping internal experiences separate by external 
means. 
Borderlines' transference behavior, in the form of 
splitting or projection, is the activation of the 
components of early dysfunc~ional and unassimilated 
relationships patients experienced. These components 
are separated from each other in patients' 
consciousness. BPD patients have developed ego states 
that represent opposing aspects of these relationships, 
and as a result have lost the conscious association to 
the original event(s) or person(s). They are 
continually emotionally rexperiencing these, but are 
unable to cognitively put the emotion in the context of 
the past. These aspects get transfered onto therapists 
by borderline patients. Patients need assistance in 
understanding their behavior as they cannot rationally 
process the overwhelming feelings and experiences that 
are unconsciously associated to the past. 
Borderlines, in Janet's terminology, have 
developed a pathological attachment to the trauma which 
affects their relationships with others, and can be 
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seen in the transference relationship. They are in a 
continual unconscious state of physiological 
preparedness for the return of the trauma. This 
causes an enduring vigilance for, and a sensitivity to, 
environmental threat. They develop a "phobia of the 
memory" as aspects of relationship continually trigger 
the traumatic memories embedded on an unconscious 
level. This reinforces the prevention of integration 
of the trauma, resulting in continual gradual decline 
in ability tb handle the stressors of relationships. 
The pathological attachment to the original trauma 
results in the development of intrusive and avoidant 
symptoms that BPD patients alternate between. They are 
flooded with emotion that they cannot process and then 
withdraw or act out. They are unable to consciously 
differentiate themselves from their behavior as they do 
not consciously understand the connection between the 
trauma and their behavior. In the words of Janet, they 
are unable to put their experience into a "narrative." 
For borderlines, the contextual stimuli resembles 
the conditions prevailing at the time of the original 
storage of the trauma found in their view of the 
therapeutic relationship. In the process of therapy, 
therapists assist borderline patients in processing the 
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meaning of their transference behavior. They are then 
able to emotionally reexperience the events, in the 
context of the therapeutic relationship, and identify 
the cognitive appraisal made at the time. They are 
usually also able to see why splitting off from 
conscious awareness was necessary to avoid the pain. 
Because they have more awareness of the components of 
their early experiences and their behavior, they are 
better able to maintain an adult or "observing ego" 
perspective as they are remembering their trauma, and 
can thus maintain an intact identity. 
Summary and Conclusions 
An understanding of the underlying mechanisms of 
dissociation is crucial to understanding how 
transference phenomena is manifested with the MPD 
patient. Although written over one hundred years ago, 
Pierre Janet's theory of dissociative process has 
implications for contemporary theorists and therapists. 
Janet's theory delineates a view of the 
functioning of normal memory and the impact of 
traumatic experience. He believed that when an 
individual experienced an overwhelming event, cognitive 
and affective integration was thwarted, as the 
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experience would not fit into the person's existing 
schemas. The painful aspects of trauma then break off 
from consciousness and become debilitating behaviors. 
This would result in an impairment to memory, setting 
up a dysfunctional pattern of coping with subsequent 
stress. 
Janet's theory has found contemporary support from 
researchers in the area of memory processing, encoding 
of memories, state-dependent learning, dissociation, 
and post-traumatic stress disorder. Although more 
research needs to be done, clearly Janet's work 
provides a broad framework that unifies into a larger 
perspective many approaches to psychological 
functioning. 
The dissociative theory of Janet can be used to 
effectively explain the development of symptoms as a 
result of traumatic experience. For the MPD patient, 
the effects include the development of internal amnesic 
barriers to separate painful memories and keep these 
from coming to conscious awareness. This results in 
perpetual confusion and disorientation managed by 
confabulation and the further use of dissociation. 
Similarly, Janet's theory has relevance to the 
understanding of borderline personality disorder as 
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well. These individuals, who have also been victims of 
trauma, do appear to have some of the same symptoms as 
MPD patients do, but have not developed the internal 
amnesic barriers. This results in more intact memory 
and identity. 
Both patient populations display differing 
transference behavior in the therapeutic setting that 
can be understood according to Janet's theory. Such an 
understanding is critical to differential diagnosis as 
well as successful treatment. These areas will be 
explored further in the next chapter. 
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CHAPTER 4 
DIFFERENTIAL DIAGNOSIS AND TREATMENT 
Introduction 
Multiple personality disorder, particularly in the 
media, is often thought of as an extreme and dramatic 
disorder where the patient shows blatant displays of 
outrageous behavior, switching suddenly into another 
state. Contemporary research, in contrast, reveals 
that in actuality MPD is a disorder of hiddenness in 
which only brief windows of diagnosability exist where 
the patient's alters are immediately recognizable 
(Kluft, 1985). The clinical picture is usually one of 
multiple symptoms, multiple diagnoses, and sometimes 
multiple treatment failures. 
Given the array of symptomology this population 
can present, the clinician must have a thorough 
understanding of the underlying connections between 
childhood trauma, dissociative impairment, and 
resulting symptomology, and the impact on the patient's 
behavior. Such an understanding will facilitate 
recognizing the unique transference behavior the MPD 
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patient manifests, managing issues in the therapeutic 
relationship, and charting an optimum course of 
treatment. 
Diagnosing MPD can be problematic, especially 
given the overlap of symptomology with borderline 
personality disorder. Making such a distinction is 
important, however, as differences in the management of 
the therapeutic relationship and course of treatment 
are needed for successful resolution for both of these 
patient populations. 
In the subsequent section, the following areas 
will be examined as they relate to the uniqueness of 
the disorder of MPD with an emphasis on distinguishing 
it from borderline personality disorder. These are: 
the developmental dynamics of splittng versus 
dissociation, the differential diagnosis and the 
dynamics of dissociation, treatment protocol 
differences, the implications of this theory, and 
suggested directions for future research. 
Developmental Dynamics of Splitting Versus Dissociation 
The literature on MPD and BPD, their respective 
etiological concerns, and use of defense mechanisms, 
has been prolific for each disorder individually. 
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However, attention to the question of the essential 
differences between the two disorders has been 
surprisingly sparse. This is complicated by several 
factors including: lack of consistent use of 
terminology both within the literature on each disorder 
and in comparing the two populations. As an example, 
the use of the terms "dissociation" and "splitting" 
have been used interchangably (Kernberg, 1984) as well 
as to describe two different processes (Gabbard, 
1989a), and even to describe two forms of the same 
process (Friesen, 1991). 
In addition, the two areas of literature often use 
disparate terminology, making comparison difficult. A 
large proportion of the literature on BPD is couched in 
terms of object relations and developmental processes 
and phases. Meanwhile, the MPD literature focuses on 
the impact of trauma, dissociative processes, and the 
development of alter personalities. 
Discovering evidence of amnesic barriers is at the 
root of differentiating MPD and BPD. These barriers 
constitute the structure of MPD organization and 
account for the emergence of alter personalities. 
While borderline patients may show extreme lability of 
mood and affect, and may report dissociative symptoms, 
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they do not have the internal amnesic barriers of MPD 
patients. 
An essential question remains, however, as to why, 
if both patient populations have been victims of 
trauma, only MPD patients utilize a dissociative 
process that develops internal amnestic barriers. BPD 
patients, the other hand, primarily utilize a 
dissociative process of splitting that 
characteristically manifests itself in an external show 
of oscillation between idealizing and devaluing. As 
noted earlier, MPD patients do manifest splitting, as 
well as projective identification. However, closer 
observation and exploration reveals the external 
display of these defenses cannot be maintained either 
in congruity of content or with affective force due to 
the presence of amnesic barriers. These barriers 
interrupt the full processing of content a borderline 
patient is typically able to do as therapy progresses 
and transference is processed. 
The process of the development of a sense of self, 
and of personality, occurs through a continuous process 
of internalizing components of relationships. 
Introjection is the earliest stage of this process. In 
this stage the child interacts with the environment, 
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taking in components of interaction. However, the 
child's ego, or ability to make sense of re-1-ationships 
and the feelings attached to them, is not mature enough 
to distinguish between what part of these 
internalizations are one's own, and what part belongs 
to others. The feelings attached to these introjects 
are primitive and intense. The positive or negative 
quality of this feeling determines the nature of the 
internalized object. 
MPD is believed to develop because the child must 
internalize many negative and aggressive experiences. 
The alters of MPD are internal objects or introjects. 
MPD patients had no opportunity and no one to assist 
them to work through, or "metabolize," these introjects 
(Clary, Burstin, & Carpenter, 1984). 
Pierre Janet theorized that the individual faces 
two components of trauma: an overwhelming amount of 
affect, including a sense of helplessness, and the 
cognitive appraisal at the time of the traumatic event. 
Close examination of these two variables explains the 
difference in development of splitting as a primary 
defense for the BPD patient and dissociation for the 
MPD patient. 
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As noted earlier, trauma, particularly sexual 
abuse, appears to be a significant part of the clinical 
histories of both patient populations. However, the 
abuse reported by MPD patients appears to have more of 
a quality of bizarreness, usually perpetrated by more 
offenders, and was more unpredictable and ongoing in 
comparison to trauma reported by borderline patients. 
This has also been observed by other clinicians (Fink & 
Golinkoff, 1990; Putnam, 1989a). 
In addition, differences between the two 
populations may also be found in the second component, 
namely, cognitive appraisal. Specifically, borderline 
individuals likely received some nurturance in their 
environment, enabling them to form a partial 
attachment. Sometimes they received nurturance and 
sometimes they received abuse, but they were able to 
obtain enough nurturance or comfort to continue to use 
more external means to get their needs met. This issue 
of partial attachment is believed to be at the essence 
of splitting. The child, in an attempt to determine 
whether he or she will receive nurturance or abuse, 
tries to ascertain whether the projective object is 
safe or unsafe. This results in the oscillation 
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between rage and idealization seen in the therapeutic 
relationship. 
For the MPD patient, the development of 
dissociation is more complicated. The young child 
first encounters something horrendous. The experience 
engenders feelings of helplessness and terror, 
experienced as a sense of disconnectedness from his or 
her body and/or the situation. This initial response 
is similar to the responses observed in adult victims 
of war and natural disaster (Putnam, 1989a). For the 
child who develops MPD, however, no safe or consistent 
individual was present to provide soothing or 
attachment. Instead, the child internalized the 
experience and begins a process of becoming detached 
and emotionally self-sufficient. Essentially the 
development of alter states begins as introjects 
unassimilated into the personality of the individual. 
The child begins to rely more and more on his or 
her internal world. He or she develops the use of 
"projective identification" (Clary et al., 1984). 
Perhaps a more accurate term is "projective 
introjection," since the child directs his or her 
energies inward to deal with the introjects. 
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These authors also noted that the MPD patient's 
amnesia primarily exists between the host personality 
alters. The host personality appears to have an 
intense relationship with the internal objects, or 
alters, through projective identification. This is an 
unconscious process. Furthermore, these internal 
objects are "non-metabolized" or not truly introjected, 
but remain in their personified state. 
The central ego, or host, is somewhat aware of 
these internal objects, hearing their "voices" and 
experienceing time lapses when the internal objects 
take over the personality (Clary et al., 1984). This 
view coincides with the views of Fink (1993) and Marmer 
(1980), who contended that some of the alters in the 
MPD patient represent transitional objects forced 
inward. As stated earlier, the relationship the child 
had with the primary caretaker(s) at the time of the 
trauma is believed not to permit the child to attach 
nor allow for the use of transitional objects. 
Children use transitional objects for comfort and 
security as they move from one level of emotional 
development to another. 
bear (St. Clair, 1986). 
An example would be a teddy 
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Fink (1993) stated that alters 
serve a transitional object function by 
maintaining a stabilizing self-object bond that 
assuages the difficulties of traumatically 
engendered separations and loss. Alters can be 
formed based on representations of either the self 
or the other, although their connection to their 
point of origin may become quite disguised. 
(p. 242) 
Fink (1993) further noted that these alters, which 
serve a transitional object function, can be either 
negative or positive representations. They serve to 
preserve a threatened attachment or provide a soothing, 
nurturing function to other alters or to the system as 
a whole. Fink stated: 
In many instances these alters are split-off 
self-states that are adaptive versions of the self 
used to survive specific abuse. These self-based 
alters are held in relation to the primary 
personality in much the way a transitional object 
is held by the child; like the transitional 
object, the alternate version of the self serves a 
stabilizing function. (p. 243) 
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Marmer (1980) and Fink (1993) agree that traumatic 
experiences have inhibited a normal external expression 
of transitional objects, and that some alters are 
transitional objects driven inward. Fink explained: 
When abuse intervenes, it undermines the child's 
ability to define physical, psychical, and 
interpersonal boundaries and blurs the growing 
distinction between inside and outside and between 
self and other. Abuse impinges on the child's 
efforts to relinquish a primary reliance on 
fantasy and develop more reality-based perceptions 
and relatedness. (p. 249) 
The essential difference between the MPD and the 
BPD patient, as well as the use of their respective 
defense mechanisms, may lie in their response to trauma 
in addition to the degree of emotional availability by 
primary caretakers, and subsequently the amount of 
attachment and withdrawal necessary for survival. In 
this sense, dissociation can be seen as a mechanism 
directed internally, providing a method of distancing 
or emotionally escaping. 
perceived need to detach. 
Dissociation is based on a 
Splitting, in contrast, 
manifests itself externally, usually with a particular 
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person as its focus, and can be viewed as an incomplete 
or partially failed attachment. 
Interestingly, Barach (1991) presented a case for 
MPD as an attachment disorder. He believed that when 
the mother or primary caretaker is dissociated and 
detached, the child is likely to use dissociation as 
the primary defense against the overwhelming trauma of 
active abuse. 
Bowlby described the emotionally neglected 
(passively abused) child as detached from internal and 
external signals that would normally lead him or her to 
search for a parent (Barach, 1991). Bowlby labeled 
"detachment" what MPD literature terms "dissociation." 
This dissociation/detachment is "the active turning 
away from the abandoning parent and a withdrawal to a 
dissociated state" (Barach, 1991, p. 120). 
In summary, the difference between the development 
of the use of dissociation leading to MPD and the use 
of splitting leading to BPD is based on the factors of 
the quality and quantity of the trauma experienced by 
the child and the quality of the attachment 
relationships the child had with primary caretakers. 
These factors coincide with the two components of 
trauma initially proposed by Pierre Janet. In 
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addition, the quality of impairment the individual has 
suffered with regard to attachment will be displayed in 
the quality of the transference relationship with the 
therapist. 
Differential Diagnosis and the Dynamics of Dissociation 
Purportedly, MPD can be distinguished from BPD by 
examination of the display of transference behavior and 
the way in which the patient responds to therapeutic 
intervention to resolve the transference. This section 
will provide a synthesis of the previous sections 
examining the areas of transference differences, the 
therapeutic relationship, and how the dynamics of 
dissociation impact these two populations. 
Transference Differences 
In comparing these two populations in terms of 
their transference behavior, the key distinguishing 
feature of MPD is the extreme brevity in the show of 
transference and the confusion and disorientation in 
response to the therapist's intervention. Borderline 
patients, in comparison, are vague as a way of avoiding 
their pain and utilize splitting and projection to 
displace this pain onto the therapist. MPD patients 
are vague because they are confused and unable to pull 
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together a gestalt of different pieces of information. 
MPD patients utilize dissociation as a primary defense 
against the pain, and wi 11 internally "lose" the 
information rather than project it onto the therapist. 
In some cases, MPD clients do project onto the 
therapist, but this is fleeting. They are rarely able 
to sustain the projection. Instead, the defense 
mechanism of dissociation overides that of projection 
for the MPD patient, interupting any attempts to 
process. 
Borderline personality disordered individuals can 
be distinguished from patients who have multiple 
personality disorder by analyzing their transference 
behavior and their responses to transference 
intervention. The underlying dynamics making such a 
distinction possible have to do with borderline 
individuals having more intact memory, more awareness 
of their feelings and the connection to the immediate 
therapy setting, and more ability to pull all of this 
information into a "gestalt," or connection of the 
above mentioned components of cognition, conation, 
emotion, and behavior. The forming of a gestalt, or 
the pulling together of aspects of experience, 
particularly in the context of the transference 
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through dysfunctional patterns in relationships. 
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In contrast, the individual with MPD has barriers 
of amnesia that separate different aspects of memory. 
This makes it difficult to encode and retain not only a 
consistent conceptualization of the therapeutic 
relationship but also what is occurring in that 
relationship. As such, these patients are unable to 
pull together a gestalt of either their own experience 
or the therapeutic experience to process their 
transference behavior. The MPD patient needs 
considerably more preparation work that involves the 
therapist accessing and forming relationships with 
various parts before the patient is able to relate to 
the therapist as a whole person. 
The Therapeutic Relationship 
BPD is usually more obvious to the therapist 
because the patient utilizes the defense of projection, 
displacing feelings, attitudes, and/or attributes of a 
significant attachment figure onto the therapist. In 
contrast, the MPD patient is much more difficult for 
the therapist to recognize and understand the defenses 
being used within the transference. 
why diagnosis can be so difficult. 
This is one reason 
The therapist is 
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aware something has upset the patient but is not as 
clear about the displacement because the therapist is 
not usually the clear target of the rage, as in the 
case of the borderline transference. Similarly, the 
therapist customarily acts as a screen or container 
with the borderline patient to allow this displacement 
to develop before intervening. If the therapist 
utilizes the same technique with the multiple 
personality disordered patient, he or she will usually 
find that the displacement does not develop because the 
patient dissociates and attempts to cover up the 
dissociation and confusion with vagueness and 
confabulation. 
With the MPD patient, the therapist must be more 
active in intervention and cannot remain as a 
"container" or screen as the MPD patient cannot hold 
affect long enough for the displacement to develop or 
be processed. The therapist instead must pursue and 
reflect the defensive structure with these clients, 
acknowledging and responding to the manifestation of 
different parts, as well as assisting the patient in 
understanding their development and function. After 
the therapist has made connection with various parts, 
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more of a transferential relationship with the alters 
can develop. 
In contrast, the therapist treating a borderline 
patient does act as a container, limiting presentation 
of self so that the therapeutic relationship is 
unencumbered by the therapist's self and largely 
consists of the borderline's displacement. Similarly, 
the therapist witholds making interpretations of the 
transference, further encouraging the development of 
displacement. Next, the therapist gently and firmly 
confronts the intensity of the affect in the context of 
the therapeutic situation. He or she encourages the 
patient to make associations to past relationships and 
events. This enables the impaired repetitions of 
dysfunctional behavior to be brought to conscious 
memory, and thereby to be abreacted and understood. 
The borderline patient is thereby enabled to begin to 
form a real, more healthy relationship with the 
therapist that will generalize out to other 
relationships. 
Another interesting and distinguishable difference 
between the tranference phenomena of BPD patients and 
MPD patients is how they perceive the therapist as an 
object. For the borderline patient, the therapist is 
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consistently an object. However, the borderline is 
extremely ambivalent about the nature of that object, 
vacillating between rage and over-idealization. 
vacillation keeps the therapist present in the 
patient's thoughts. As the therapist maintains 
This 
neutrality and serves as a screen, the patient's 
ambivalence develops into more obvious displacements of 
rage, mourning, and neediness. In the initial stages 
of therapy, the patient is unable to cognitively figure 
out his or her ambivalance and process it. The 
ambivalence is largely unconscious and too painful to 
realize on this level. The patient usually gives the 
appearance of deliberately changing the topic to avoid 
the subject when it comes too close to these issues. 
This usually comes across as deliberate and 
manipulative. The therapist must continually 
remember that the patient's avoidance of connecting 
affect and cognition is largely unconscious. 
In contrast, MPD patients are usually only 
momentarily aware of feeling, which is quickly 
dissociated. Patients may then shift affect, position, 
topic, and so forth, evidencing no apparent awareness 
of what just transpired. They typically present as 
disoriented. These patients are unable to form a 
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gestalt of memory process to respond to the therapist's 
transference intervention. Forming a gestalt becomes 
increasingly difficult the farther one moves along the 
dissociative continuum (or the more MPD the patient 
is) . These patients tend to "lose" the therapist as an 
object. Although they may show intense affect towards 
the therapist, they will appear genuinely bewildered as 
to why this is. They, like the borderline, have a 
limited ability to soothe themselves, but usually 
manage this by dissociating the need or difficulty onto 
another part, in contrast to the borderline who 
displaces this onto the therapist. The MPD patient 
usually dissociates whole memories into parts, while 
the borderline patient has typically dissociated parts 
of traumatic memories. MPD patients utilize 
dissociation and introjection as primary defenses and 
borderlines utilize splitting and projection. 
Treatment Protocol Differences 
Differences between the borderline and multiple 
personality disordered patients exist with regard to 
the course of treatment and processing of transference 
within the context of treatment. The general pattern 
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The therapeutic goal with the borderline 
personality disordered patient is the internal 
experiencing of positive and negative aspects of self 
and others simultaneously. This is directly related to 
the pulling together of a narrative of the trauma they 
experienced and its impact on their behavior and 
perceptions. In contrast, the therapeutic goal with 
the MPD patient is the pulling together of a gestalt of 
aspects of the trauma they experienced, which includes 
an erosion of the amnesic barriers. The MPD patient is 
then able to begin to understand the impact of the 
trauma on their lives. 
In terms of the therapy process, borderlines 
typically process transferences and painful memories 
closer together and sooner in the course of treatment 
than do MPD patients because they do not have the 
amnesic barriers to contend with. MPD patients must 
first learn to understand their internal system, its 
impact on their behavior and memory, and learn to 
access parts to process traumas before they are able to 
form gestalts to achieve insight. Transference work 
with the MPD patient initially involves reassurance 
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Table 3 
Treatment Protocol Differences: Multiple Personality 









Emergence of conflicted 
material (transference 
behavior, trauma signs) 
Discovery by therapist 
of amnesic barriers 
(diagnosis of MPD) 
Developing rapport with 









ference from data 
from sessions 
Displacement/projec-
t ion of material onto 
therapist 
Therapist allows dis-
placement to develop 
and gradually presses 
patient for connec-
tion between immedi-
ate context of ses-






Emergence of conflicted 
material/trauma 
Organization of parts 
to work together for 
resolution of trauma 
7. More conscious process-
ing of transference 
evidenced by patient 
showing more insight 
(although still not as 
complete of processing 









awareness of past 
trauma to form a 
gestalt between the 
immediate context of 
the session and the 
past trauma 
Abreaction of trauma 
Separation of ther-
apist from past 








Repeat steps 2-6 as 
patient becomes more 
proficient at working 
through traumatic 




naturally as insight 
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Repeat steps 2-7, but 
at a deeper level. 
As treatment pro-
gresses and the BPD 
patient develops more 
trust with the ther-
apist, progressively 
more rage is dis-
charged as deeper 
levels of trauma are 
assessed 
Cycles continue until 
significant traumas 
surface that have 
impaired the patient 
and transferences are 
processed to success-
ful resolution 
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that they will not be hurt and responding genuinely to 
their fears, rather than holding back and acting as a 
screen. Later in treatment, when the MPD patient is 
showing more signs of making connections and 
interpretations on their own, the screen technique is 
more useful. 
The goal of treatment with BPD patients is the 
development of genuiness in the therapeutic 
relationship where the transference issues are 
conscious and patients' behavior is congruent to the 
immediate context of the therapeutic relationship, 
rather than bound to the past. While treatment tends 
to be lengthy with both BPD and MPD patient 
populations, BPD patients do not require the additional 
steps of discovering and understanding amnesic barriers 
and developing rapport with parts. In this sense, they 
are less impaired, or have sufferered less 
"dissociative damage" than MPD patients. 
Implications of the Theory 
In examining the implications of this theory, 
three implications for its utility are noted. 
First, multiple personality disorder, although 
considered a disorder of "hiddeness," is 
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characteristically unique in the dissociative symptoms 
these patients present. MPD patients are like no other 
patient population in their manifestations of 
difficulties in memory retrieval, which are evidenced 
in displays of confusion and confabulation. Once these 
behaviors and their relationship to the dynamics of 
dissociation are understood, these patients can be 
diagnosed more effectively. 
Second, while taking a thorough developmental 
history as well as questioning for dissociative 
symptomology is essential, frequently this procedure 
does not confirm a MPD diagnosis. For the careful 
clinician, usually more immediate displays of 
dissociative symptoms, such as a show of alters and/or 
lapses of time or memory, are necessary for diagnosis. 
In this way, an understanding of the unique 
transference behavior of the MPD is essential as it 
provides a way for the clinican to observe displays of 
dissociative symptomology as the treatment and 
therapeutic relationship unfolds. 
Finally, this method of diagnosing MPD based on 
transference data is both unintrusive to the patient 
and considerably less "suggestible" than a dissociative 
inventory which contains questions that may be seen as 
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leading by clinicians who question MPD as a legitimate 
diagnosis. 
Ironically, despite more clinicans now recognizing 
the connection between trauma and psychiatric 
disorders, a growing rift continues between clinicans 
who believe MPD is a legitimate diagnosis and those who 
are steadfastly skeptical. This theory of transference 
will hopefully aid clinicians who are conscientious 
about the importance of being unintrusive and 
nonleading in their pursuit of obtaining a diagnosis 
while not interupting the development of the 
therapeutic relationship. Rapport, as most therapists 
would agree, is the key to establishing trust, a 
foundation to effective therapy. The unique ways the 
patient responds, or sometimes does not respond, has 
implications not only for effective treatment, but for 
accurate diagnosis as well. 
Directions for Future Research 
The field of psychotherapy has progressed 
significantly since Janet first developed his theory in 
the 1800's. As noted earlier, research in such diverse 
areas as cognitive psychology, developmental 
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empirical validation of many of Janet's tenets. 
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The preceding discussion of a theory and method 
for diagnosing MPD generates three areas of empirical 
validation. First, regarding trauma spectrum disorders 
as a whole, why some individuals develop the use of 
certain defense mechanisms while other patient groups 
develop others is still not clearly understood. 
Consequently, more work needs to be done in the area of 
etiology of BPD and MPD. Although the theory is that 
MPD patients have a more highly developed capacity to 
dissociate, while BPD patients have a less developed 
capacity in the form of splitting, why these two 
populations are different is uncertain. Several 
clinicians and researchers have hypothesized that the 
difference may be based on physiology or 
"hypnotizability" (Braun & Sachs, 1987; Putnam, 1989a). 
Others speculate that the difference may lay in the 
developmental age of the victim or various aspects of 
the caretaker (Herman et al., 1989). 
The DSM-III-R, while listing several possibilites, 
essentially concedes that specific etiology for both 
Axis II and dissociative disorders is unknown. An 
understanding of the etiology of the two disorders, 
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developed and empirically validated, would enhance the 
theory and differentiation of dissociation and 
splitting. 
Second, validation by other clinicians of the 
unique transference manifestations in MPD patients 
would also advance this theory. An area for further 
study would be the development of a survey based on 
differences in transference between BPD and MPD 
administered to clinicians who have diagnosed and 
treated both populations. The purpose would be to 
validate these differences as diagnostic criteria, as 
well as gather further data on similarities and 
differences between the two patient groups. 
Third, the theory may have indirect relevance to 
the current controversy regarding "false memory 
syndrome." This movement alleges that therapists 
implant memories of abuse into their patients. As 
noted, the traumatized individual often develops a 
phobia of the memory which prevents the integration of 
the trauma by splitting it off from conscious 
awareness. Researchers have found evidence that when 
memory cannot be integrated linguistically, it is 
integrated on a somatosensory or iconic level. This 
would account for the memory being lost to conscious 
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awareness, while remaining in unconscious awareness in 
the form of terrifying perceptions, obsessional 
preoccupations, and somatic reexperiences, such as 
anxiety reactions. More empirical validation in this 
area would greatly assist therapists and law 
enforcement personnel in understanding the process of 
both dissociating and recovering memories of abuse, as 
well as lend credibility to the victim. 
Conclusion 
The preceding sections have sought to provide an 
examination of the similarities and differences in 
transference behavior of MPD and BPD patients and the 
hypothesized underlying dynamics based on Janet's 
theory of trauma and dissociation. Such an 
understanding can assist the clinician not only in 
differentiating these two patient populations, but also 
in distinguishing MPD from other diagnostic groups. In 
addition, given that both disorders are related to 
overwhelming experiences in childhood, delineating the 
differences and similarities in transference behavior 
will hopefully foster more of an overall understanding 
of the impact of trauma and its relationship to 
psychiatric disorders. 
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